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Furacin . . . possessing bacteriostatic and bactericidal properties . . . effective in vitro and in vivo against 
a variety of gram negative and gram positive bacteria . . . is useful for topical application 
in the prophylaxis and treatment of superficial mixed infections common to 
contaminated wounds, burns, ulceration and certain diseases of the skin 

. -Variant bacterial strains showing induced resistance to sulfathiazole, 
penicillin or streptomycin are as susceptible to nitrofurazone as their 
parent strains . . . ” Furacin® brand of nitrofurazone, is available as 
Furacin Soluble Dressing (N.N.R.) and Furacin Solution (N.N.R.) 
containing 0.2 per cent Furacin. These preparations are indicated for 
topical application in the prophylaxis or treatment of infections of 
wounds, second and third degree burns, cutaneous ulcers, 


S pyodermas and skin grafts. Literature on request. 
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MUSTARD PLASTER 


U.S. P. 
EXTRA-LARGE SIZE 


DIRECTIONS: Soak the plaster in lukewarm water (1 to 2 minutes) and apply to chest 
(front, side or back). Remove plaster when skin is thoroughly reddened, usually within 
5 to 10 minutes. 

CAUTION: Do not keep plaster on long enough to blister the skin—never over 15 minutes. 
If blistering occurs because plaster is left on longer than 15 minutes, apply Johnson's Baby 
Cream or Petroleum Jelly to soothe the irritated area. When used on children or adults 
with sensitive skin, place a layer of wet gauze or cloth between plaster and skin. 


A Gohmonafohmen Propuct 
J 








\ 





The time-proved mustard poultice in modern, ready-to-use form 


e The old-fashioned mustard poultice has long been recognized as sound 
therapy. For example, Blumgarten’s ““T'extbook of Materia Medica, Phar- 
macology and Therapeutics,” 1937, notes that rubefacients or counter- 
irritants are useful “to relieve pain and tightness in the chest and congestion 
and inflammation in the lungs.” 


© Whenever this type of treatment is indicated, you will find that Johnson’s 
Mustarp Ptasters offer many advantages to your patients. Each plaster 
comes ready to use. Nothing to prepare. No mess. No fuss. On and off 
in a few minutes. Heats the spot, stimulates circulation, helps relieve chest 
colds, bronchitis, sore throat. 


¢ Johnson’s Mustarp PLasters are recognized and approved by the United 
States Pharmacopeeia. 

e For a free sample, write to Johnson & Johnson, New Brunswick, New 
Jersey. This offer is limited to the continental United States. 
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“Meteor” 


“I want to be able to screen a chest or an 
extremity whenever it seems indicated. 
I want to be able to radiograph a chest 
as part of every physical examination I make — espe- 
cially of new patients. I want to be able to fluoroscope 
and radiograph suspected fractures in the occasional 
emergency cases that come to my office. 


I can do all that and more, quickly and easily with 
the Picker ‘Meteor.’ Its 15 MA capacity is ample for 
my needs. I’ve had no trouble finding room for it, 
because it doubles as an examination table. It’s a 
quality unit, made by Picker X-Ray . . . they’re the 
people who built the Army Field X-Ray Unit we 
both worked with during the war. And it certainly 
is easy on my budget. . . cost far less than I thought 
I'd have to lay out for such fine equipment.” 


Maybe your situation parallels Dr. Jones’ . . . or maybe 
it’s altogether different. In any case, you can depend on the 
local Picker representative for unbiased advice, because 
the Picker line is a full line, embracing apparatus in every 
range, for every purpose. 

* patents pending =< 
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blank, and send it to us for details. 
Or, if you prefer, call in your local 
Picker representative for the story. 


PICKER X-RAY CORP. 
300 Fourth Ave., New York 10, N. Y. 
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Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.':* In 
a recent comprehensive paper, Aaron® and 
others* 5 express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.* Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 
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formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TrTRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


TITRALAC tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 


REFERENCES 

1. Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
(1944). 2. Freezer, C. R. E.; Gibson, C. S., and Matthews, 
E.: Guy’s Hosp. Reports 78: 191 (1928). 3. Aaron, A. H.; 
Lipp, V wv. F., and Milch, E.: J. A. M. A. 139: 514 (Feb. 19) 
1949. 4. Kirsner, J. B., and Palmer, W. L.: Illinois M. J. 
94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 
( Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 (Jan. ) 1948. 





*The formula of trrraLac is one whose composition and 
mode of action are recognized by U.S. Patent No. 2,429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 rirTH AVENUE, NEW YORK 1, N. Y. 


© Schenley Laboratories, Inc. 
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NEWS 








LARENCE OLDS SAPPINGTON, M.D., 
DR. P.H., Editor of INDUSTRIAL 
MEDICINE AND SURGERY, died sud- 
denly at his home in Chicago, on 
Sunday, November 6, 1949. An 
appreciation of him as Editor will 
be found on page 528 herein. 


R. THEODORE R. VAN DELLEN, 

Health Editor of the Chicago 
Tribune, has been appointed As- 
sistant Dean of the Medical 
School at Northwestern univer- 
sity. DR. VAN DELLEN, graduate 
of Northwestern Medical School, 
and an Assistant Professor of 
Medicine there since 1947, is Di- 
rector of the Florsheim Heart 
Clinic at the university. He was 
graduated in 1936, served his in- 
ternship in Wesley Memorial Hos- 
pital, and his residency in New 
York Post-Graduate Medical 
School and Hospital. 


R. H. H. SCHRENK, former in- 

dustrial health official of the 
U.S. Bureau of Mines and the 
U.S. Public Health Service, has 
been appointed to the staff of 
Industrial Hygiene Foundation’s 
Fellowship at the Institute. pr. 
SCHRENK will serve as a Senior 
Fellow in the Institute and as 
Research Director of the Foun- 
dation. He was formerly Chief, 
Environmental Investigations 
Branch, Division of Industrial 
Hygiene, Public Health Service. 
Previously he was chemist in 
charge of toxicology and later 
chief of the Health Branch, U.S. 
Bureau of Mines (Pittsburgh sta- 
tion) from 1928 until he joined 
the Public Health Service over a 
year ago. DR. SCHRENK holds his 
A.B., M.S., and Ph.D. degrees 
from the University of Wiscon- 
sin, and served as assistant state 
toxicologist in Wisconsin from 
1923 to 1928. He is a director 
and past president of the AMER- 
ICAN INDUSTRIAL HYGIENE ASSO- 
CIATION, Chairman of the Pitts- 
burgh Section, American Chem- 
ical Society, and Chairman of 
the Industrial Hygiene Section of 
the American Public Health As- 
sociation. 


"T BEMINATION of the Wayne Uni- 

versity School of Occupational 
Health and resignation of Dr. 
RAYMOND HUSSEY, Dean of the 
School were reported to the Board 
of Education at its meeting as 
Committee of the Whole on Tues- 
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Association of Industrial Physicians and 
Surgeons. 








New Jersey Association of Industrial 
Physicians and Surgeons 
Officers 

A. Gipson, M.D., President 
—Merck & Co., Rahway, N. J. 
C. S. McKInuey, M.D., Vice-President 
—Bakelite Corp., Bound Brook, N. J. 
G. A. Pau, M.D., Secretary 
—Hyatt Bearings Div. General Motors 
Corp., Harrison, N. J. 
E. F. BALsBAuGH, M.D., Treasurer 
—E. I. du Pont de Nemours Co., 
Grasselli, N. J. 


Directors 
J. M. CARLISLE, M.D., 
Merck & Co., Inc., Rahway, N. J. 
E. E. Evans, M.D., 


E. I. du Pont de Nemours Co. 

Dye Works Hospital, Deepwater, N. J. 
A. F. MANGELSporFF, M.D., 

Caleo Chemical Div., Bound Brook. 
Component Society of the American 
huodation of Industrial Physicians and 
Surgeons. 





Michigan Association of Industrial 
Physicians and Surgeons 


Officers 
Josepu L. ZEMENS, M.D.,, President 
1580 E. Grand Boulevard, 
Detroit 32, Michigan. 
O. J. Preston, M.D., Vice-President, 
300 North Chevrolet Ave., 
Flint, Michigan. 
T. I. Bomeau, M.D., Secretary-Treasurer, 
16-546 Parkside, 
Detroit, Michigan. 
Board of Directors 
A. L. Brooks, M.D., Flint. 
J. D. Micier, M.D., Grand Rapids. 
E. A. Irvin, M.D., Detroit. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 




















BRAND SPANKING NEW 


ne 
AND \ Il PAID FOR TOO 


The world’s most inefficient worker 





is the employee who’s literally worried 

ill over where the money for the new baby 
is coming from. But when this lusty-lunged 
youngster leaves the hospital, he'll [go home 
scot-free . . . not a dime’s worth of bills will 
follow. Why? The hospital care plan 
under which his dad’s entire family is 
protected pays all... all. . . hospital 
expenses connected with any non- 
occupational accident or illness, 
including pregnancy. Any number 

of hospital admissions are covered. 

Effective in any hospital in the 

world. Whether you pay all or 

part of the cost or simply make a 

plan available to your employees, 

this great new health care system 

is worth investigating. The cost? 

We invite a comparison with any 


plan. 


FOR INFORMATION ABOUT THIS MULTI-MILLION DOLLAR |44;Madel’| PLAN 


cat 
meee 


Consult JENS M. DELLERT AND ASSOCIATES 


ONE NORTH LA SALLE STREET, CHICAGO 2, ILLINOIS 
SCIENTIFICALLY DESIGNED HEALTH CARE, PENSION AND INCENTIVE PLANS 
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Western Association of Industrial 
Physicians and Surgeons 
Officers 

President, RopNgey R. BEarp, M.D., 
Medical Superintendent, Pan American 
World Airways. 
Vice-President, E. 
Medical Director, 
Corporation. 
Secretary, CHRISTOPHER Lecco, M.D., 
Medical Director, California & Hawaiian 
Sugar Refining Corp., Ltd. 
Treasurer, JoHN E. Kirkpatrick, M.D., 
San Francisco, California. 
Assistant Secretary, EpitH Peck, 
California & Hawaiian Sugar Ref. Corp. 
Directors 
Louis D. CHENEY, M.D.—1950 
Los Angeles, California. 
JoHN R. Erwin, M.D.—1950 
Medical Director, Boeing Airplane Co. 
Homer S. E_mquist, M.D., 
Los Angeles, California. 
CLARENCE L. Lioyp, M.D., 
North American Aviation, Inc. 
FENN E. Pooie, M.D., 
Glendale, California. 
Epwarp E. Dart, M.D., 
Oakland, California. 
Chairman, Board of Directors 
Jerome W. SHILLING, M.D., 
Los Angeles, California. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 


P. Luonco, M.D., 
General Petroleum 





Central States Society of Industrial 
Medicine and Surgery 


Officers 
President 
Tuomas C. BROWNING, M.D., Chicago. 
President-Elect 
Emmett B. LAMB, M.D., 
Vice-President 
H. GLENN GARDINER, M.D., Chicago. 
Secretary-Treasurer 
CHARLES Drueck, M.D., 55 E. Washing- 
ton, Chicago 2, Ill. 
Board of Governors 
1950—MeELvIN L. Hote, M.D., Danville, Il. 
Bryce B. Reeve, M.D., Chicago. 
WiLtuiAM G. BessMer, M.D., 
Davenport, Ia. 
Oscar A. SANDER, M.D., 
Milwaukee, Wis. 
JoserpH H. Tuomas, M.D., Chicago. 
1951—Rospert M. GRAHAM, M.D., 
Mdse. Mart, Chicago. 
JAMES J. CALLAHAN, M.D., Chicago. 
DoNALD C. CoNnzett, M.D., 
Dubuque, Ia. 
Joun F. Suronts, M.D., 
Minneapolis, Minn. 
Euston L. BELKNAP, M.D., 
Milwaukee, Wis. 
1952—D. Orts Con.ey, M.D., Streator, IIl. 
DANIEL E. DorcHester, M.D., 
Sturgeon Bay, Wis. 
Fevix JANSEY, M.D., Chicago, IIl. 
Joun L. Rock, M.D., Oglesby, II. 
Ray S. WestT.ing, M.D., Chicago, Ill. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 


Indianapolis. 





Territorial Association of Plantation 
Physicians 
Officers 

President 


SAMUEL R. WALLIs, M.D., 
Lihue, Kauai, T.H. 
Vice-President 
CLARENCE L. CARTER, M.D., 
Honakaa, Hawaii, T.H. 
Secretary-Treasurer 
FRANK HATLELID, M.D., 
Waialua, Oahu, T.H. 
Executive Secretary 
Doris LARSON, 1133 Punchbowl, 
Honolulu, T.H. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 








INDUSTRIAL MEDICINE anp SURGERY 


day, October 13, by UNIVERSITY 
PRESIDENT DAVID D. HENRY. 


—Detroit Medical News, November 
14, 1949. 


N PAGE 529, under “New Hori- 

zons,” there is reference to 
a Committee of the Council on 
Medical Service of the A.M.A., 
“to investigate over-all medical 
services” for employees. This is 
the Correlating Committee on 
Medical Care for Industrial 
Workers, and its members are 
DR. WARREN F. DRAPER, Washing- 
ton, D.C.; DR. THOMAS A. McGOLD- 
RICK, Brooklyn, New York; Dr. 
LEO PRICE, New York; DR. WIL- 
LIAM A. SAWYER, Rochester, New 
York; DR. FREDERICK W. SLOBE, 
Chicago; and DR. HAROLD A. VON- 
ACHEN, Peoria, Illinois. 


R. JOHN S. LAMBIE, Medical Di- 

rector, Fisher Body Division, 
General Motors Corporation, Pon- 
tiac Plant, retired October 31, 
1949, after more than 20 years of 
service. A sketch by MIL THOM 
in the Pontiac Daily Press, Octo- 
ber 27, says in part: “Practice 
in the mining country of Penn- 
sylvania; military service in the 
Philippine islands, Alaska and 
France; and his experience at 
Fisher are highlights of DR. LAM- 
BIE’S professional life. When he 
finished medical school, he began 
a general practice in the coal min- 
ing district around Blairsville, 
Pennsylvania. To reach his pa- 
tients, he had to go into the 
mountains in all kinds of weather, 
often on horseback. Not seeing 
much future in that area, he en- 
rolled about 1908 in the U.S. 
Army medical school. This de- 
cision was the start of a military 
eareer which, for 15 years, took 
him to distant parts of the world. 
Seven years after the Philippine 
insurrection, he was stationed as 
a military doctor on Leyte. Even 
then, he recalls, there was talk 
in army circles about war with 
Japan. The Filipinos were wor- 
ried about a Japanese invasion. 
During maneuvers in 1910 on the 
now historic Bataan peninsula, 
natives saw American troops in 
battle dress and anxiously asked 
if it were true that the Japs had 
landed. The post hospital was 
open to the natives and in treating 
them, he encountered a wide va- 
riety of unusual diseases: beri- 
beri, leprosy, malaria, dengue 
fever and tropical dysentery. 
Frontier surgery often was neces- 
sary during his army days in 
Alaska. He remembers traveling 
long distances to see his patients. 


December, 1949 








Florida Association of Industrial 
and Railway Surgeons 
Officers 

President 

Freperick H. Bowen, M.D., 
2000 Park St., Jacksonville, Fla. 

Vice-President 

P. J. MANSON, M.D., 
8037 N.E. 2nd Ave., 

Secretary-Treasurer 

JoHN H. MiTcHe.i, M.D., 
241 W. Ashley, Jacksonville, Fla. 


Directors 

F. D. Gray, M.D., K. A. Morris, M.D., 
Jacksonville, Fla. 
F. A. Voer, M.D., L. J. Netto, M.D., 
Miami, Fla. West Palm Beach, Fla. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 


Miami, Fla. 





Association of Mine Physicians 
Officers 

Geo. W. Eas.tey, M.D., President 
Williamson, West Virginia. 

E. M. Howarp, M.D., Vice-President, 
Harlan, Kentucky. 

J. C. LAwson, M.D., Secretary-Treasurer. 
Williamson, West Virginia. 

W. R. LuwNpy, Executive Secretary, 
Offices: Williamson, W. Va. 

Pineville, Ky. 


Committee on Organization 


R. O. Rogers, M.D., Chairman, 
Bluefield, W. Va. 
C. L. HARSHBARGER, M.D., Norton, Va. 
Cart E. AusMus, M.D., Jellico, Tenn. 
J. A. BENNETT, M.D., Algoma, W. Va. 
J. C. Moore, M.D., Keen Mountain, Va. 
T. M. Perry, M.D., Jenkins, Ky. 
P. E. BLAcKBerry, M.D., Louisville, Ky. 
CarRL A. Grote, M.D., Huntsville, Ala. 
C. N. CARRAWAY, M.D., Birmingham, Ala. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 





Chicago Society of Industrial 
Medicine and Surgery 
Officers 
Burton C. KILBouRNE, M.D., 
President 
T. R. HtncHion, M.D., Chicago, 
Vice-President. 
CHARLES DrugeckK, M.D., Chicago, 
Secretary-Treasurer. 
Board of Governors 
Terms to Expire 1950. 
Kart G. RuNpDstTRoM, M.D., Chicago. 
Georce W. Bour, M.D., Chicago. 
GERALD J. FITZGERALD, M.D., Chicago. 
Terms to Expire 1951. 
Dwicut I. GEARHART, M.D., Chicago. 
JOHN R. MERRIMAN, M.D., Evanston. 
CarRLo Scuperi, M.D., Chicago. 
Terms to Expire 1952. 
Fevrx JANSEY, M.D., Chicago. 
BILLE HENNAN, M.D., Chicago. 
J. V. Wacker, M.D., Chicago. 


Chicago, 








Milwaukee Association of Industrial 
Physicians and Traumatic Surgeons 
Officers 
President 
S. H. Werz.er, M.D., 
606 W. Wisconsin Ave., 
Vice-President 
Euston L. BELKNAP, M.D., 
231 W. Wisconsin Ave., Milwaukee. 
Secretary-Treasurer 
Georce H. HorrMann, M.D., 
7006 W. Greenfield Ave., 


Board of Directors 


U. E. Gesuarp, M.D., 
1332 S. 16th Street, Milwaukee. 
H. G. OAKLAND, M.D., 
1651 N. 12th Stret, Milwaukee. 
Epwarp Quick, M.D., 
411 E. Mason St., 
Davip MEHIGAN, M.D., 
231 W. Wisconsin Ave., Milwaukee. 


Milwaukee. 


Milwaukee. 


Milwaukee. 
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(antihistaminic—antipyretic—analgesic) 











with Chlor-Trimeton* *. 
Yas 
antihistaminic therapy ‘kite 
.. prevents or aborts colds in 90% of cases when initiated Rs 


within the first hour of symptoms.’ 
.. shortens duration and decreases severity of an 


established cold.’’* > alk 
.. reduces the spread of infection to others by eliminating 
sneezing, lacrimation, rhinorrhea and coughing.’ 


DOSAGE AnpvD TIMING: Two Conriciprn tablets at the very 
first indication of a cold, then one tablet every three or four 
hours for three or four days. In established colds, one tablet 
every three or four hours for palliative effect. 


COMPOSITION: Chlor-Trimeton 2.0 mg. (1/30 gr.) with 
Acetylsalicylic acid 0.23 Gm. (3% gr.), Acetophenetidin 
0.15 Gm. (2% gr.) and Caffeine 0.03 Gm. (% gr.). 


PACKAGING: Conricwin tablets, tubes of 12; bottles of 
100 and 1000. 


BIBLIOGRAPHY: 


1. Brewster, J. M.: U. S. Nav. M. Bull. 49:1, 1949. 
2. Murray, H. G.: Indust. Med. 18:215, 1949. 
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* AMERICAN ASSOCIATION OF RAILWAY SURGEONS * 





Officers 


President : 


Darwin Kirsy, M.D., Champaign, Illinois 


Vice-P residents: 


Joun H. ALEXANDER, M.D., Pittsburgh, Pa. 
WitutiaM G. Bessmer, M.D., Davenport, Iowa 
JoserH H. Francis, M.D., Memphis, Tenn. 


Treasurer: 


TuHeoporeE L. HANSEN, M.D., 139 West Van 
Buren, Chicago 5, Wabash 2-3200, Ext. 220 


Secretary: 


Cuester C. Guy, M.D., 5800 Stony Island Ave., 


Chicago 37, Midway 3-9200 





Executive Board 


Artuur R. Metz, M.D., Chairman, Chicago. 
Mitton B. CLayTon, M.D., Washington, D.C. 
Ropert M. GRAHAM, M.D., Chicago. 
ALEXANDER M. W. Hursu, M.D., Philadelphia. 
RAYMOND B. Kepner, M.D., Chicago. 


Wittiam W. Leake, M.D., Chicago. 





62nd Annual Meeting, April 4-6, 1950, at the Drake Hotel, Chicago 








American Association of 
Industrial Dentists 
Officers 
President: 
Epwarp R. Aston, D.D.S., 
Pennsylvania Department of Health, 
Harrisburg, Pennsylvania. 
President-Elect: 
Leonarp S. Morvay, D.D.S., 
30 Central Avenue, 
Newark, New Jersey. 


Secretary : 
F. J. Watters, D.D.S., 
Room 4068, 


Federal Security Building—South, 
Washington 25, D.C. 


Treasurer: 
E. G. Smiru, D.D.S. 
Directors 
1950 


LYMAN D. Heacock, D.D.S., 
U.S. Veterans Hospital, 
Nashville, Tennessee. 

Eart H. Tuomas, D.D.S., 
55 E. Washington Street, 
Chicago, Illinois. 

1951 

C. Russet. Fricke, D.D.S., 
Philadelphia Company, 
Pittsburgh, Pennsylvania. 

J. H. Frepericx, D.D.S., 

E. Il. du Pont Company, 
Wilmington, Delaware. 
1952 

V. J. Forney, D.D.S., M.P.H., 
4604 S. Chelsea Lane, 
Bethesda, Maryland. 





Aero Medical Association of the United 
States; Secretary: Dr. D. S. Bracu- 
MAN, 1016 Dime Bldg., Detroit 24, Mich. 


American Academy of Occupational 
Medicine: Secretary, James J. Car- 
LISLE, M.D., 550 Hillerest, Westfield, 
N. J. 


American Association for the Advance- 
ment of Science, 1515 Massachusetts 
Ave., N.W., Washington 5, D.C. 


American Association of Industrial 
Nurses, 654 Madison Ave., New York 
21, N. Y. Gtapys L. DuNpore, R.N., 
Executive Secretary. 

April 23-29, 1950, Chicago. 


American Association of Railway Sur- 
geons, 5800 Stony Island Ave., Chicago 
37, Illinois. Cuester C. Guy, M.D., 
Secretary. 


American Chemical Society, 1155 Six- 
teenth St., N.W., Washington 6, D.C. 
A. H. Emery, Secretary. 











One night he went six miles by 
canoe; and another time he 
walked 18 miles before breakfast 
to reach a little girl whose parents 
thought she had appendicitis. 
Despite his journey, he discovered 
that it was a false alarm. If he 
had had to operate, there would 
have been no nurses and no hos- 
pital equipment. Another inter- 
esting part of his stay in Alaska 
was his work in a Chilkat Indian 
village. When World War I 
came, COL. LAMBIE was sent to 
France. One of his memorable 
experiences there was a trip he 
made through the Auvergne re- 
gion to establish hospital centers. 
In February, 1928, he began his 
work at Fisher Body. ‘One of the 
greatest pleasures of my life,’ he 
says, ‘has been gaining the 
greater confidence of the workers 
at Fisher. There is tremendous 
satisfaction in working with peo- 
ple and with their problems which 
are beyond medical care.’ In his 
memory, live the stories of work- 
ers he came to know when they 
went to Fisher’s medical depart- 
ment with their injuries and 
illnesses....He has seen indus- 
trial medicine develop from its 
earliest stage. He calls atten- 
tion to the fact that in 1927 there 
were 24.06 lost time accidents in 
General Motors plants for every 
million hours worked. In 1948 
this accident rate had dropped 
to 3.16. ‘After my retirement, 
I am going to rest and travel 
in the southwest,’ DR. LAMBIE says. 
‘I hope to complete and publish 
an industrial doctor’s sketchbook, 
relating my experiences.’ ” 


HE AMERICAN ASSOCIATION OF 

INDUSTRIAL DENTISTS held its 
Mid-Winter meeting at Hotel 
Statler, New York City, on De- 
cember 9, 1949. 





American College of Physicians, 4200 
Pine St., Philadelphia 4, Pa. E. R. 
LOVELAND, Secretary. 

American College of Surgeons, 40 East 
Erie St., Chicago 11, II. 


American Conference of Governmental! 
Industrial Hygienists, U. S. Public 
Health Service, Washington, D. C. 


J. J. BLoomFietp, Secy-Treas. 
Apri! 23-29, 1950, Chicago. 

American Industrial Hygiene Association, 
4400 Fifth Ave., Pittsburgh 13, Pa. 
Henry F. Smytu, Jr., Executive Secy. 
April 23-29, 1950, Chicago. 

American Medical Association, Council 
on Industrial Health, 535 North Dear- 
born St., Chicago 10, Ill Cart M. 
Peterson, M.D., Secretary. 

American Public Health Association, 
1790 Broadway, New York 19, N. Y. 
REGINALD M. ATWatTerR, M.D., Execu- 
tive Secretary. 

Association for the Surgery of Trauma. 


Canadian Public Health 
Vancouver, B. C., Canada. 


Association, 


Council on Industrial Health, American 
Medical Association; Secretary: CARL 
M. Peterson, M.D., 535 N. Dearborn 
St., Chicago 10. 


Industrial Hygiene Foundation of Amer- 
ica, 4400 Fifth Ave., Pittsburgh 13, 


Pa. JouHN F. McMAHON, Managing 
Director. 
International Association of Industrial 


Accident Boards & Commissions, MArR- 
SHALL Dawson, U.S. Dept. of Labor, 
Washington, D.C., Secretary-Treasurer. 


Lead Industries Association, 420 Lexing- 
ton Ave., New York 17, N.Y. Rospert 
L. Zteretp, Secretary-Treasurer. 


National Council on Rehabilitation; Sec- 
retary-Treasurer: Mr. Ho.tuANpD Hup- 
son, 1790 Broadway, New York 19. 


Metal Philadelphia. 


National Rehabilitation Association, 411- 


National Congress, 


7th Ave., Nashville 4, Tenn. Lovuts 
R. SCHUBERT. 

National Safety Council, 20 North 
Wacker Drive, Chicago 6, Ill. Nep H. 


DEARBORN, President; CARMEN FISH, 


Secretary. 


National Tuberculosis Association, 1790 
Broadway, New York 19, N. Y. 
H. Stuart WILLIs, Secretary. 


Saranac Laboratory of Edward L. Tru- 
deau Foundation, 7 Church Street, 
Saranac Lake, N. Y. ArtHuR J. Vor- 
wap, M.D., Director. 














minor ailments can mean major production losses 


BUFFERIN 


works fast to keep your workers working 


Headache, dysmenorrhea, minor injuries, muscular pains— 
these are some of the illnesses which send workers home early 
or keep them out of work for a day or two—keep machines idle 
and desks closed. Minor ailments, yes, but they add up to 
major losses of production. 

Help cut this loss to a minimum by dispensing BUFFERIN, 

the antacid analgesic which gives faster pain relief. It acts 

twice as fast as aspirin because of its swifter absorption. Ten 
minutes after BUFFERIN is ingested, the blood salicylate 
levels are as high as those attained after 20 minutes by 

aspirin. BUFFERIN’s 10 minute levels are doubled in 

twenty minutes. That is why BUFFERIN’s action is prompt, 
why it keeps workers working. 

BUFFERIN has another advantage— it is tolerated better than 
aspirin. Even those who have known gastric distress after taking 
aspirin can, in most instances, ingest BUFFERIN without 

any evidence of intolerance. This is because BUFFERIN 
contains, in addition to 5 grains of acetylsalicylic acid, the 
effective antacids magnesium carbonate and aluminum glycinate. 


Your employees will appreciate BUFFERIN’s speedier pain- 
relieving action. 

INDICATIONS: — For the quick relief of simple headaches, 
neuralgias, dysmenorrheas, muscular aches and pains, the 
discomfort of colds, and minor injuries. Particularly useful 
when gastric hyperacidity contributes to the symptom picture. 
Helpful for arthritic pains, too. 











SPECIAL OFFER TO INDUSTRIAL CLINICS 

So that YOU may test the value of BUFFERIN we have designed a 
special package for industrial use only. It contains 250 individual 
packets, each of which contains 2 BUFFERIN tablets. The 

special low cost is only $3.25. Order your package today. 


Also available at pharmacies in vials of 12 and 36 tablets and 
in bottles of 100. 





BUFFERIN is a trade-mark of the BRISTOL-MYERS Company 


© product of BRISTOL-MYERS COMPANY «+ 19 WEST 50 ST., NEW YORK 20, N. Y. 

















Antihistaminic Therapy of 


the Common Cold 





Nature of the 
Common Cold 


Since the work of Kruse in Germany, 
and of Shibley and associates in this 
country, it has been generally ac- 
cepted that the common cold is caused 
by a virus, as yet unidentified. Al- 
though no specific therapy has yet 
been discovered for the infective 
agent, investigators have noted a 
marked similarity between allergic 
symptoms and many of the symptoms 
of the cold. The report of Troescher- 
Elam and others that the nasal secre- 
tions of patients with colds contained 
twice as much histamine as was found 
in allergic rhinitis emphasized the al- 
lergic component of the common cold. 


In an editorial in the J.A.M.A., Sep- 
tember 10, 1949 on allergy in epide- 
miology of the common cold the view 
is expressed that cold-susceptible pa- 
tients often present borderline or sub- 
clinical types of allergy. According to 
Fox and Livingston the common cold 
is actually an allergic response to the 
cold virus or its products. 


The present-day concept of the phe- 
nomenon whereby latent pathogens 
located in the upper respiratory tract 
suddenly become the virulent second- 
ary invaders of the common cold may 
be outlined as follows: 


The cold virus comes in contact 
with the tissues of the upper re- 
spiratory tract. 


An allergic reaction follows char- 
acterized by edema of the mucous 
membranes. 


There may be an associated trig- 

ger mechanism such as chilling, 
ingestion of food to which one is sen- 
sitive, etc., which further stimulates 
the allergic reaction. 


The edematous mucous mem- 

branes lose their normal protec- 
tive powers and provide a better cul- 
ture medium for the cold virus and 
other pathogens. 


Further invasion of the body by 
pathogens may follow, causing 
the complications of the common cold. 


Thus, it is readily seen that counter- 
acting the allergic reaction can break 
the chain in this course of events. 


The Role of 
Antihistaminics 


In the September, 1947 issue of the 
United States Naval Medical Bulletin, 
Brewster reported that antihistaminic 
therapy in the common cold gave un- 
usually satisfactory results. In a later 
series of 572 patients treated with any 
one of five different antihistaminics 
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results were obtained which confirmed 
this earlier impression. Similar find- 
ings were reported by Gordon on 500 
cases of upper respiratory infection, 
and by Murray on 494 patients treated 
with antihistaminics. 

These studies point out several im- 
portant facts: 


a that 70-90% of colds are aborted 
or alleviated with antihistaminic 
therapy; 


b that the effectiveness of treatment 
depends on prompt institution of 
therapy; 


C that antihistaminics are effective 
as a group; 


d that the reduction of sneezing and 
coughing usually effected, regardless 
of the duration of the coid itself, re- 
duces the spread of the common cold 
by eliminating droplet exposure. 


Therapy 


Inhiston is the potent antihistaminic 
1- phenyl -1- (2- pyridyl) -3-dimethyl- 
aminopropane characterized by effec- 
tiveness of antihistaminic action and 
low incidence of undesirable side-ef- 
fects. It has been proven in numerous 
clinical studies in a variety of clin- 
ical conditions. Medical literature has 
appeared based on 
comparative clinical 
studies stating that 
this particular com- 
pound is superior to 
some of the earlier 
preparations in effec- 
tiveness and absence. 
of side-effects. Labor- 
atory studies show 
that the therapeutic 
index —the ratio of 
potency to toxicity—of 





UNION PHARMACEUTICAL CO., MONTCLAIR, N. J. 


inhiston 


TRADE MARK 


Inhiston is 135.* This compares most 
favorably with the ratios of potency to 
toxicity of widely used older antihis- 
taminics which range from 48 to 70. 
Therefore, the maximum recommend- 
ed daily dosage of Inhiston is only 60 
mg. whereas the recommended dosage 
of most other antihistaminics must be 
100 mg. or more, per day. [nhiston’s 
lower effective dosage level is of real 
advantage since it further reduces the 
possibility of side-effects. 


Inhiston, therefore, is a truly effective 
antihistaminic for control of the com- 
mon cold. When taken at the first sign 
of a cold it can abort the cold. Taken 
later, nhiston helps shorten the dura- 
tion of the cold, reducing cross- 
infection by stopping excessive nasal 
secretion. Its availability without pre- 
scription indicates clinical safety and 
enables each individual to have it 
within reach at the very first sign of 
the common cold, the optimum time 
to commence antihistaminic therapy. 


The /nhiston package is plainly and 
carefully labeled to emphasize when 
the drug should be taken and when 
discontinued, and how much should 
be taken. A separate dosage schedule 
is given for children, and specific 
warning is made in regard to possible 
drowsiness. Professional samples of 
Inhiston are available upon request. 
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The Seal of Acceptance denotes that 
the nutritional statements made in 
this advertisement are acceptable to 
the Council on Foods and Nutrition 
of the American Medical Association. 





Outstanding Value... 
Outstanding Nutritional Benefits 


Whether the pocketbook calls for economy or permits satisfaction 
of that urge for the fanciest cuts, meat gives your patients full 
value for their money. Every cut and kind of meat supplies, im 
abundance, these essential nutrients: 

1. Biologically complete protein ...the kind which satisfies 
the requirements for growth and which is needed daily for 
tissue maintenance, antibody formation, hemoglobin syn- 
thesis, and good physical condition. 

2. The essential B complex vitamins, thiamine, riboflavin, and 
niacin. 

3. Essential minerals, including iron in particular. 

In addition to these tangible values, meat ranks exceptionally 
high not only in taste and palate appeal, but also in satiety value. 

The instinctive choice of meat as man’s favorite protein food 

has behind it sound nutritional justification.* 





*McLester, J. S.: Protein Comes Into Its Own, J.A.M.A. 139:897 (Apr. 2) 1949 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 








NEW METHOD FOR RELIEF OF 
ALLERGIC NASAL CONGESTION 

















PHARMACEUTICAL PRODUCTS, INC 
SUMMIT, NEW JERSEY 
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For fortified support 


of hemoglobin formation, 


each tablet of 


UPJOHN FERRATED LIVER 


2 


CONCENTRATE with FOLIC ACID 





supplies: 





Ee 3% grs. 
ee 7 grs. 


supplemented to present approximately: 


8 Se 2 mg. 
*Thiamine Hydrochloride.................... 2 mg. 
PITTI a cssiinascatinietehsainieeaniiatiaininiatuasial 2 mg. 
TT: 10 mg 

*adjusted to a higher potency 


than that present in Upjohn 


UPJOHN FERRATED =~" 
LIVER CONCENTRATE 
WITH FOLIC ACID 


TABLETS available in bottles of 100 and 1000. 


Upjohn 





FINE PHARMACEUTICALS SINCE 1886 
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Cffeilae andl Conwemibidd inxnciv MAINTENANCE 





Creamalin, the first aluminum hydroxide 
gel, readily and safely produces sustained 
reduction in gastric acidity. With Creamalin 
there is no compensatory reaction by the 
gastric mucosa, no acid “rebound,” and no 
risk of alkalosis. Through the formation of 
a protective coating and a mild astringent 
effect, nonabsorbable Creamalin soothes 
the irritated gastric mucosa. Thus it rapidly 


Creamalin liquid N.N.R. (peppermint flavored) in 
bottles of 8, 12 and 16 fil. oz. 


Creamalin tablets (not N.N.R.), tins of 12, bottles 
of 50 and 200. Creamalin capsules (not N.N.R.), 
bottles of 24 and 100. Each tablet or capsule is 
equivalent to 1 teaspoonful of Creamalin liquid. 


relieves gastric pain, speeds healing of pep- 
tic ulcer and helps to prevent recurrence. 
Average dose: Peptic ulcer, 2 to 4 tea- 
spoonfuls (or tablets or capsules) with a 
little milk or water every two to four hours. 
Dyspepsia: 2 teaspoonfuls (or tablets or 
capsules) one-half to one hour after meals. 


WINTHROP-STEARNS INC. 
New York 13, N. Y., Windsor, Ont. 


o ® 


TIME TESTED ALUMINUM HYDROXIDE GEL 


Creamolin, trademark reg. U. S. & Canada 








maintaining urinary 
antisepsis without 
distressing the patient 


Comprehensive clinical evidence establishes that 
MANDELAMINE (methenamine mandelate) is effective against 
Escherichia coli, Staphylococcus aureus and albus, and 
certain streptococci. Comparative studies indicate its 
bacteriostatic and bactericidal effectiveness to be approx- 
imately the same as that of the sulfonamides or strepto- 


mycin. 
Because MANDELAMINE therapy is exceptionally well tolerated, 
patients willingly adhere to the prescribed regimen. 


vosace: Adequate dosage is important; for maximum effect, 
adults should take 3 or 4 tablets t.i.d.; children in 
proportion. 

Complete literature and samples sent to physicians on 


request. 


es 


eet 





outstanding featur 


@ Has wide antibacterial range 
@ No supplementary acidification required (except 
) 


when urea-splitting organisms occur 
@ Little or no danger of drug-fastness 

@ Is exceptionally well tolerated 

@ Requires no dietary or fluid regulation 

@ Simplicity of regimen — 3 or 4 tablets t.i.d. 
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urinary antiseptic-couneil aceepted 





Henn? 
NEPERA CHEMICAL CO., INC. 


YONKERS 2, N. Y. 


NEPERA PARK 
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WYAMINE, either as the volatile base or the water-soluble 
W Yy A M | \ f sulfate, is an effective new vasoconstrictor, possessing 
several important advantages. It produces a local vaso- 
Mephentermine Wyeth constriction approximately equal to that of ephedrine, 
but its action is very rarely attended by returgescence, or 


Safe by nervousness, excitability or insomnia. 


Four convenient Dosage Forms: 


to use 
WYAMINE INHALER SOLUTION 
even WYAMINE SULFATE 
WY AMINE-PENICILLIN SOLUTION 
at night CAPSULES for WYAMINE-TYROTHRICIN 
Preparation of Nasal Use with dropper or 
Solution JETOMIZER® 














Wyeth WYETH INCORPORATED « Philadelphia 3, Pa. 














TREPTOMYCIN Calcium Chloride Complex Merck, ever since its in- 
troduction, has been a preferred form of this valuable antibiotic, 
characterized by uniform potency and minimum pain on injection. The 
Merck crystallization procedure assures chemical purity. 
Dihydrostreptomycin Sulfate Merck, produced by the catalytic hydro- 
genation of crystalline streptomycin-calcium chloride complex, is a distinct 
chemical and pharmacologic entity of uniformly high purity and stability. 


These two antibiotics are valuable companion products that will 








care for every contingency in which streptomycin therapy is rec- 


ognized as of value. 


Established 
Therapeutic 
Efficacy 


Assured 
Purity 


Streptomycin 
Calcium Chloride 
Complex Merck 


COUNCIL } ACCEPTED 


Dihydrostreptomycin 
Sulfate 
Merck 


COUNCIL ACCEPTANCE PENDING 
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MERCK & CO., Inc. Manufachuring Chemists RAHWAY, N. J. 
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Yes, workers’ hands are more precious to industry than all the rare china in the 
universe. Production efficiency and profits hinge on their healthy condition. Unfor- 


tunately, like china, these hands are readily vulnerable to damage . 


.. the skin must 


be protected against the dangerous effects of specific industrial and chemical irritants 


in every plant. 


To combat this “dermatitis danger,” West offers a form of hand protection to fit 


every need. 


WEST LAN-O-KLEEN HAND CLEANER 


A gentle-acting powdered preparation 
made of fine corn-meal granules—with 
LANOLIN added for protection against loss 
of natural skin oils. Removes grease, dirt 
and grime quickly, safely and thoroughly. 
Contains no harsh ingredients or excess 
alkali — the perfect safeguard against 
damage-causing irritants. 


— WEST SULPHO LIQUID HAND CLEANER 


Formulated of sulphonated vegetable oil, 
with an ideally neutral pH. Sulpho is es- 
pecially designed not to defat the skin of 
workers whose hands are constantly ex- 
posed to solvents, paint thinners, degreas- 
ing agents and other defatting materials. 


— WEST PROTECTIVE CREAMS 


A specific scientific formula to combat 
practically every type of industrial derma- 
titis. Rubbed gently into the skin before 
exposure, each ointment forms a smooth, 
lasting “invisible glove’ of protection. 


West will be glad to help plan an effective 
dermatitis prevention program for your plant. WRITE US TODAY! 


PLEASE CLIP TO YOUR BUSINESS LETTERHEAD 


WEST DISINFECTING COMPANY 

42-16 West Street, Long Island City 1, N. Y. 
Gentlemen: 
Please send me FREE booklets and samples of LAN-O-KLEEN [1] 
SULPHO[) PROTECTIVE CREAMS[} 


1 am interested in a non-obligating FREE Demonstration [) 


42-16 West Street, 
Long Island City 1, N. Y. 


Name Position 
Address 
a State — 





Advise the arthritic to have an appointment with himself twice daily— 


~~ ARTHRALGE 


arthralgesic unguent 


to painful joint and muscle areas. Relief from musculoskeletal discomfort after a single 


application is gratifyingly rapid, in a matter of minutes, and is of long duration, extending 
up to six hours following concomitant exposure of the affected parts to moist or dry heat. 


Why does Arthralgen work so well? Its special formula advantageously blends the old and 
the new in local therapy. Rubefaction due to thymol and menthol plus analgesia due to 
methyl salicylate are synergistically combined with the unique vasodilating action of 
methacholine chloride. Arthralgen dilates both capillaries and arterioles. The resulting 
active hyperemia tends to counteract the vasospasm found in articular and non-articular 
rheumatism, relieves pain and discomfort and brings a welcome feeling of deep warmth and 
relaxation. All this is facilitated by Arthralgen’s special ointment base containing selected 
wetting agents which enhance surface penetration and facilitate speedy effectiveness of 


the active ingredients. 
Arthralgen is beneficial in the treatment of arthralgias, myalgias and neuralgias—sprains, 


lumbago, synovitis, bursitis, neuritis and myositis. In chronic arthritis, Arthralgen is a valu- 
able topical adjunct to systemic therapy. 

Arthralgen, Arthralgesic Unguent, contains 0.25% methacholine chloride, 1% thymol, 10% 
menthol and 15% methyl salicylate; available in 1 ounce tubes and half-pound jars. 


LABORATORIES : Division Nutrition Research Laboratories + Chicago 30, Illinois 











what about 


repository 


penicillin? 





How does a repository penicillin prepara- 
0S Olen & GEER e tion differ from ordinary penicillin? 


A PERIOD OF EXPOSURE TO PENICILLIN 
Growth Curves of a Strain of 


Hemolytic Sereprococcus Isolated Can the newer repository pr lucts be ex- 


from Human Infecuon 
Data from © A Abowner, 


fe. Song. 128 708 pected to give results comparable to those 


reported for penicillin in oil and wax? 
What is the new concept of therapeutic 
blood levels? 


Does a blood level curve for a particular 


“Repository Penicillin Therapy,” a product indicate that with the same dos- 


age all patients will have blood levels as 
new book prepared by the Medical Staff 


high as those shown? 


of Abbott Laboratories, gives you the Are repository penicillins excreted at a 


answers to these questions and many slower rate than penicillin G potassium? 
others. It brings you up-to-date in 


penicillin research and therapy by re- 


viewing the recent work of leading in- send for your FREE COPY today 


vestigators in the field. Numerous blood 


level graphs illustrate its 32 pages. — 


For your Free copy of this informative ; 
y PY Professional Service Department 


manual, simply fill out and return the : ABBOTT LABORATORIES, North Chicago, Illinois. 


coupon shown at the right. Do it NOW. Please send me a FREE copy of your new book, 
“Repository Penicillin Therapy.” 


ABBOTT LABORATORIES 
NORTH CHICAGO-ILLINOIS 


A LEADER If! 
PENICILLIN DEvELOPMENT AND PRODUCTION 








beyond 





what is 


expected 





sers of LILL I LY ‘TS indicate confidence 
U f Litty PeniciLuin Propuwcts indicat fid 


in the manufacturer as well as in the drugs. 


Appreciation of this trust compels Eli Lilly and Company 


to strive toward objectives even beyond what is expected. 


Exacting control of quality characterizes Lilly’s penicillin 


production. As important as making drugs 


meet highest 


standards is the necessity of seeking improvements. Con- 


sequently, many significant developments in the penicillin 


field originate in the Lilly Laboratories. 


Detailed information and literature on 


Lilly Penicillin Products 


are available from your Lilly medical 
service representative or will be forwarded 


upon request. 


ELI LILLY AND 


INDIANAPOLIS 





COMPANY 


6, INDIANA, U.S.A. 
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Influenza ‘B’ Epidemic in Industrial Workers in Curacao 


DR. H. G. S. VAN RAALTE, arts, 
Chief Medical Officer, 
Curacaosche Petroleum Ind. Mij., 
Emmastad, Curacao, N.W.lI. 


HE absenteeism of the group of 8,927 indus- 

trial workers in Curacao under consideration 
had been lower during the first four months in 
1948 than in previous years. Medio May there 
was a gradual increase and ultimo May had the 
highest percentage in 1948. From June 6 to 18 
there was a rapid increase in absenteeism. We 
had the impression that this was primarily due 
to a much greater number of upper respiratory 
infections. Many of these were suggestive of 
an influenza virus infection, and in early June 
it was evident that we had an epidemic, presum- 
ably influenza, on our hands. 

Serumpairs of 66 patients, taken with an in- 
terval of 5-14 days were sent to the laboratory 
of Leyden’s University Hospital, clinic for inter- 
nal diseases (Prof. Dr. J. Mulder) .* 

Patients’ blood was drawn in a sterile jena 
glass tube. After a few hours the serum was 
separated by centrifuge in the same tube and 
transferred via a sterile pipette to another tube 
which was kept in the refrigerator for 2-13 
days till shortly before shipment in the pantry 
refrigerator of the KLM trans-ocean plane. 

Serumpairs of 10 patients from a different 
group served as control. 

It became evident that also among other groups 
of the population of Curacao and Aruba, and 
afterwards also from various places around the 
Lake of Maracaibo in Venezuela, the same or a 
similar epidemic occurred. 

Data for this investigation were observed in 
a group of 8,927 industrial workers in Curacao. 

Of the 66 serumpairs examined 34 were posi- 
tive for influenza B. Seventeen of these 34 pa- 
tients were people from Curacao and Bonaoire; 
six came from Suriname; seven from several 
British West Indian Islands; four from Madeira. 

Of all these 8,927 patients 3,827 lived in bar- 
racks in a workers’ settlement near the refinery, 
and 5,100 partly in bungalows in that same settle- 
ment and partly in private homes scattered all 
over the island. Among the barrack inmates we 
observed 10 cases, or 0.26%, while 22 positive 
cases were seen in 5,100 other workers, that is 
0.43%. Positive cases occurred in only six of 





We want to express our sincere thanks to the 
Royal Dutch Airlines Company (KLM) for its co- 
operation in this investigation, which would have 
been impossible without the help of their efficient 
ground-organization and flight personnel. 


the 22 barracks: three cases in one barrack, two 
cases in two barracks, and one case in each of 
three barracks. 

Since barrack inmates and other workers were 
equally divided over the various departments of 
the industry, and since most of the work was in 
the open air where only tolerable concentrations 
of potentially irritating gases and fumes were 
prevailing, it is striking that the sick rate of 
barrack inmates was lower than that of privately 
living workers. The barracks are subdivided by 
partitions, but still more than 25 workers live 
and sleep in one barrack room. Consequently 
chances of air-borne infection are greater for 
them than for the other workers. In this warm 
country blankets and even sheets are used ex- 
ceptionally in dormitories. Floors and lower 
parts of walls in the barracks are regularly 
treated by mopping with spindle oil. This treat- 
ment was intensified and done more frequently 
as soon as an increase in upper respiratory in- 
fections became apparent. This might well ac- 
count for the lower sick rate of barrack inmates 
during the influenza B epidemic. 

This epidemic first appeared simultaneously 
in depressed places all over the island, and a few 
days later the first cases were seen in some of 
the rather widely separated dormitories of the 
barrack quarters. Several barracks remained 
free of the infection. A similar epidemic pat- 
tern was seen by Sigel et al' during an influenza 
A epidemic in a vaccinated population. 


N UNEXPECTED, unexplained sudden increase in 
upper respiratory infections should always be 
suggestive of an influenza epidemic. Typical 
examples for this warning are the epidemics 
described by Mudd? among the workers of the 
Chevrolet Grey Iron Foundation in Saginaw, 
Michigan, USA, and by Norwood and Sacks* 
among laborers of the Hanford Engineer Works, 
E. I. du Pont de Nemours & Co., Richland, Wash- 
ington. 

In our epidemic under consideration, the in- 
crease in upper respiratory infections was really 
unexpected and unexplained since it was not due 
to hemolytic streptococci, and was not accom- 
panied by chilling of patients’ bodies during work, 
or to the hypothetical virus of primary atypical 
pneumonia. In all patients the blood serum cold- 
agglutination test was negative. 
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It remains unknown from 
where this influenza B epidemic 
invaded Curacao during the 
month of June, 1948. As far as 
we know this epidemic was not 
reported anywhere in the North 
—or in South American ports or 
elsewhere in the Caribbean area 
or connecting European airports. 
Neither did we notice any evi- 
dence of the presence of the in- 
fluenza B virus in Curacao dur- 
ing the previous months. Kelter 
and Chapman‘ observed that the 
influenza B virus was present 
among the population § several 
months before the actual out- 
break of the epidemic. This pre- 
sence of the influenza virus pre- 
vious to an outbreak of an epi- 
demic probably does not cause 
any increase either in over-all 
sick rate or in upper respiratory 
infections, and cannot be de- 
tected unless a special investiga- 
tion is undertaken. This was 
performed by Francis® who found 
scattered cases of influenza B 
throughout 1945 in the U.S.A. 
and observed that the disease 
reached epidemic proportions in 
November and December of that 
year. 

Most workers on _ influenza 
agree with Stanfield and Stuart- 
Harris® that the types A and B 
influenza cannot be differentiated 
clinically. We had the same ex- 
perience comparing an influenza 
A epidemic in October-Novem- 
ber, 1947, and the B epidemic in 
June-July, 1948. 

Most industrial medical de- 
partments where statistics are 
kept find that respiratory infec- 
tions head the list of medical 
causes for employee absenteeism 
(Norwood and Sachs*). It is 
impossible to differentiate clin- 
ically influenza from other res- 
piratory infections. According to 
Anna Baetjer’ it is, therefore, 
at least more practical to evalu- 
ate the course of an influenza epi- 
demic in industry by the over-all 
rate of acute respiratory infec- 
tions than by the rate of proved 
influenza cases. 

When we look at a diagram of 
the over-all absenteeism percent- 
age and the percentage of acute 
respiratory infections of our 
workers over the period May 4 
through August 31, 1948, we 
notice that both curves appear 
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Rise and decline of epidemic of influenza in June and 
July. Absenteeism due to respiratory infections (broken 
line) and total absenteeism (solid line) during epidemic. 
In August aftermath of gastro-intestinal disturbances 
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to run parallel—most probably the epidemic ended 
its natural course during the second half of July. 
Serologically positive cases were not found after- 
wards. The first positive sera were from a pa- 
tient who became ill June 9 and the last positive 
sera were from a patient who became ill July 13. 
The duration of this epidemic was at least five 
weeks and most probably somewhat longer (see 
the graphs). 

The peak of the epidemic was on June 18. That 
day we had 153 sick laborers, that is an ab- 
senteeism of 1.71%, of which 37 cases, or 24%, 
were due to respiratory infections. The absentee- 
ism due to respiratory infections was then 0.41%. 

Not until August 31 did the absenteeism and 
the number of respiratory infections return to 
normal, viz: 

Absenteeism 0.87%. 

Respiratory cases 8 (= 0.09% of all workers 
or 10.3% of all absentees). 

Although the total absenteeism was double 
the normal at the peak of the epidemic, the num- 
ber of respiratory cases of the total absentees 
was five times the normal. 

The average duration of illness, or rather the 
average absenteeism in this epidemic, was 4.3 
days. Only three patients had an absenteeism 
of seven days, and six patients one of six days. 
The majority of the patients had an absenteeism 
of three, four or five days. 

The number of pneumonia patients hospital- 
ized during the period of May through Septem- 
ber, 1948, was not greater than in previous 
years. In none of these pneumonia patients was 
a positive serology for influenza found; neither 
was the cold agglutination test of their blood 
serum positive. Although our influenza B epi- 
demic was clinically very similar to the Philadel- 
phia epidemic mentioned by the Editor of the 
Journal of the American Medical Association,® 
we did not see additionally numerous cases of 
viroid or viral pneumonia (“typical atypical 
pneumonia”). We did see however, many cases of 
gastro-entero-colitis with dysenteriform diarrhea 
immediately following the influenza B epidemic 
during the last week of August, 1948, giving 
rise to an absenteeism peak of 1.43%. In none 
of these patients were dysentery bacilli recov- 
ered on culture of rectal smears, while intestinal 
parasites were absent from the stools. It was 
noted that in these patients there was no evidence 
of involvement of the respiratory tract. Similar 
events were reported in Philadelphia by the Ed- 
itor of the Journal of the American Medical As- 
sociation,® and by Reimann et al.!° The cause of 
this “intestinal flu” could not be determined. The 
blood serum of 10 typical cases was serologically 
negative for influenza. 


Prodromi 

HE prodromi were not typical. A sudden onset 

characterized by rather severe constitutional 
symptoms as in van Ravenswaay’s influenza A 
epidemic® was encountered frequently. 

Most of our patients complained about in- 


INDUSTRIAL MEDICINE anp SURGERY 


Page 495 


creasing headache and backache, gradually de- 
veloping dry, slightly sore throat and blocked 
nose. Most of the patients had to discontinue 
work on the day following the appearance of 
the initial symptoms (see Table 1). 


TABLE 1. 


2 patients stopped work on the Ist day of illness 

22 patients stopped work on the 2nd day of illness 
6 patients stopped work on the 3rd day of illness 
2 patients stopped work on the 4th day of illness 
1 patient stayed on, on the job. 








Tables 2 and 3 show the frequency of com- 
plaints and symptoms in the patients who had a 
positive serologic reaction. 




















TABLE 2. 

Patients % 

General malaise and fatigue 34 100 
Headache 34 100 
Dry sore throat 34 100 
Lumbar pain 25 73 
Pain in limbs, chest and eyes 19 56 
Chest pains plus cough 19 56 
Cough 22 65 
Cough, productive 14 41 
Shivering 23 67 

TABLE 3. 
FREQUENCE OF SYMPTOMS 

Symptoms Patients % 
Vomiting & 22 
Relative bradycardia 3 9 
Relative tachycardia 7 20 
Pharyngitis 34 100 
Tonsillitis 32 94 
Rhinitis 26 76 
Conjunctivitis 4 11 





A relative bradycardia during the first exam- 
ination of the patients was recorded only three 
times, that is in 9% of the cases. On the other 
hand seven patients, or 20%, presented a relative 
tachycardia at their first visit to the Policlinic. 
A relative tachycardia remained for some time 
when the temperature had returned to normal 
in 10 patients, or 29%. 

Herpes labialis was not seen at all in this 
epidemic. Even two patients who on former 
occasions frequently had a labial herpes follow- 
ing sunburn or other infections remained free 
from it during their influenza B. 

Almost all, that is 32 of the 34 patients, had 
a tonsillitis. All 34 patients had a red pharynx 
and 26 had a rhinitis. One patient had a sanguin- 
olent nasal discharge, a smear of which did not 
yield hemolytic streptococci or diphtheria bacilli 
on culture. A purulent nasal discharge was seen 
in only two patients, neither of whom had a puru- 
lent tonsillitis. Notwithstanding the fact that 
eight patients had previously had several attacks 
of acute tonsillitis, pusprops or a purulent ton- 
sillar exudate was not seen in any of the patients 
during their influenza B. Throat smear cultures 
all remained negative for hemolytic streptococci. 
Only non-hemolytic streptococci or yellow sta- 
phylococci, or both, were recovered on throat 
smear cultures. 
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Serious complications were not encountered 
during this influenza B epidemic. 

Only two cases of mild pulmonary complica- 
tions were seen. One was in a 36 year old Cura- 
cao man, incidentally having a sickle cell trait, 
but no anemia, who presented physical signs of 
an exudative process in the right subclavicular 


region with a duller percussion tone and crepi-- 


tant rales. He had an absenteeism of only four 
days and was not seen again, apparently having 
no more complaints. The cold-agglutination test 
of his blood serum remained negative. The blood 
pressure, on former occasions recorded at 135/80 
was found to be lowered to 115/70 with a W.B.C. 
count of 12,900 while eosinophils were absent 
from the blood smear. 

The other patient was a 27 year old Curacao 
switchboard operator who presented physical 
signs of an atelectasis of part of the right lower 
pulmonary lobe, with a negative blood serum 
cold-agglutination test. She stayed on the job 
and had no absenteeism. 

A collapse was not seen in, or reported by, 
any of the patients. Blood pressure recordings 
however were markedly lower in 13 patients, 
that is in 38%, than on several previous occa- 
sions. In two Portuguese patients, with previous 
blood pressure recordings of 165/90 and 150/80, 
the readings at first examinations of their in- 
fluenzal disease were 110/60 and 110/75 respec- 
tively. In one Curacaoleno a previous blood pres- 
sure of 120/70 fell to 95/60. A blood pressure 
control several weeks afterwards revealed again 
readings at the pre-influenzal level. 

A relapse or second illness as described by 
Mudd? was seen in two patients. One was a 23 
year old Curacao man who had a relapse 20 days 
after the beginning of his influenza B and 16 
days after resuming work. He had exactly sim- 
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ilar symptoms during his relapse as in his or- 
iginal attack: headache, sore throat, pharyn- 
gitis and fever. In the relapse he had a marked 
eosinophilia of 17% which was not present dur- 
ing his original attack or on previous occasions. 
He had not received sulfonamides, had no aller- 
gic symptoms and worm eggs were absent from 
the stools, while filaria larvae were not found in 
day or night blood. 

The other patient was a 51 year old man from 
Bonaire who had a relapse five days after re- 
covery from his original influenza B episode. 
This relapse was characterized by laryngitis and 
spastic bronchitis. He was the only patient on 
whose throat smear culture hemolytic strepto- 
cocci were recovered in connection with an influ- 
enza B. This culture did not yield hemolytic strep- 
tococci during the initial illness. The streptococci 
laryngitis reacted promptly to sulfadiazine. 
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That Social Security Trust Fund 


i the funds have been paid in to the U. S. Treasury into a trust fund, they 
have been invested in U. S. securities or original certificates of indebtedness 
intended especially for this trust fund, rather than regular U. S. government 
issues quoted in the open market. In practice, the funds, collected from payroll 
taxes, have been expended for ordinary expenses of government unrelated to old 
age benefits, and the trust fund consists of Federal I.0.U.’s. Once, when Herbert 
Hoover was President, he was asked for a pardon for a postmaster convicted of 
larceny. The wife of the convict pleaded that her spouse had had a long record 
for honest dealings, and had never breached the law prior to the act for which 
he was sent to jail. She said that in that case, while it is true that he took money 
* out of the till of the post office, he put into the till his own I.0.U.’s in equal amount. 


—MErRRYLE S. RUKEYSER, in Chicago Herald-American, November 4, 1949. 














New Developments in Medical and Surgical Treatment 
of Pulmonary Tuberculosis 


GEORGE W. HOLMES, M.D., F.A.C.S., 
Chest Service, Illinois Central Railroad System Hospital, 
PAUL A. ALFANO, M.D., 
Thoracic Surgical Service, Municipal Tuberculosis Sanitarium, 
Chicago 


T Is becoming more and more evident that in- 

dustry must take an active part in the diag- 
nosis and treatment of suspect pulmonary tuber- 
culosis found among its employees. It is not pos- 
sible for county, state or Federal tuberculosis 
organizations to properly handle industrial em- 
ployees found to have suspect or active pulmonary 
tuberculosis. Inadequate :ivil appropriations and 
increased medical costs have resulted in a short- 
age of sanitarium facilities for rapid and efficient 
medical diagnosis of such cases. Massive 70 mm. 
chest x-ray survey programs are uncovering in- 
numerable cases of suspect pulmonary tubercu- 
losis which require practical and sensible medical 
work-up before a definite diagnosis of active or 
inactive pulmonary tuberculosis or non-tubercu- 
lous pulmonary conditions can be established. 
Industrial physicians will soon be encumbered 
with numerous reports of such x-ray surveys 
necessitating that employees with suspect pul- 
monary lesions have further medical observation 
or be given leave of absence until the activity of 
their pulmonary lesion or differential diagnosis 
has been determined. 

Pulmonary tuberculosis or suspect pulmonary 
tuberculosis still remains the number one cause 
of chronic and prolonged disability to industrial 
employees, and it is still the most devastating 
to the industrial organizations and to the em- 
ployee’s family. 

The purpose of this paper is to show that the 
diagnosis and the treatment of pulmonary tuber- 
culosis are gradually evolving into a definite pat- 
tern, and that there are specific forms of treat- 
ment for the different stages of the disease. In 
the past, either willfully of unwittingly, the med- 
ical profession has made the diagnosis and treat- 
ment of pulmonary tuberculosis a problem with 
much hocus-pocus. There are still the far-ad- 
vanced cases of pulmonary tuberculosis beyond 
any form of medical treatment which industrial 
physicians should be able to recognize, and such 
cases should be relegated to private or civil in- 
stitutions. The following method of diagnosis 
and treatment of pulmonary tuberculosis has been 
tried and proved by many years of experience 
with a large volume of cases in a great industrial 
city. 

It is presented as a point of departure that 
other industrial medical departments might work 
from, and it is hoped that in the future the diag- 
nosis and treatment can become more specific. 
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Au EMPLOYEES with chest x-ray evidence of 

infiltration are considered as pulmonary tu- 
berculosis suspects, activity undetermined. Such 
cases are given a tuberculin test (1 to 10,000 and 
1 to 1,000) and receive a physical examination 
including blood count and sedimentation rate. 
Immediate sputum studies are done in a qualified 
laboratory and include direct smear and culture 
of sputum, stomach wash, and bronchoscopic spe- 
cimens for tubercle bacilli. If the tubercle bacilli 
are found in any of the above tests the diagnosis 
of the case is changed to pulmonary tuberculosis, 
active, and treatment is instituted. If the tubercle 
bacilli are not found after immediate exhaustive 
study by laboratory means, the case remains 
classified as pulmonary tuberculosis, activity un- 
determined. If the clinical symptoms are signifi- 
cant, the patient is given a three to six months 
leave of absence and instructed to remain at home 
on modified bed rest (18 hours daily) and on a 
high caloric diet. The patient is instructed that 
he must gain weight and be re-evaluated at the 
end of that time before returning to his previous 
job. It is interesting to note that these patients 
are more cooperative than sanitarium patients, 
mainly because it is imperative that they fulfill 
the requirements of the industrial medical service 
before they can return to work. In cases that 
remain diagnosed as pulmonary tuberculosis, 
activity undetermined, the differential diagnosis 
of all chest diseases must be then considered and 
may be done by industrial medical departments 
or referred elsewhere. If active pulmonary tuber- 
culosis has been accurately ruled out by an effi- 
cient industrial medical service, the problem of 
differential diagnosis for the patient and industry 
is made much easier and can be done with the 
minimal loss of time. 


HE remaining portion of this discussion will 

be concerned with the case that is found to 
have tubercle bacilli in the sputum, or gastric or 
bronchial secretions. Such cases are classified as 
pulmonary tuberculosis, active. All such cases 
should be immediately hospitalized and absolute 
bed rest instituted. Bed rest still remains the 
first and main bulwark in the treatment of pul- 
monary tuberculosis. It is no longer necessary 
to plan on six months to two years of bed rest 
before further treatment can be instituted, and 
usually in a period of one to two months of bed 
rest followed by clinical observation and x-ray 
studies, it can be determined whether the pul- 
monary tuberculous process is progressive or 
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Fig. I. 
Case illustrating pneumoperitoneum for treatment 
of bilateral active pulmonary tuberculosis 





regressing. Cases which show progression of the 
disease on bed rest should be given a course of 
streptomycin therapy. Streptomycin therapy 
alone or combined with other antibiotic and 
chemotherapeutic drugs has done much to shorten 
the duration of active pulmonary tuberculosis,! 
and to prepare the patient for some form of 
collapse therapy which will hurry the arrest and 
healing of the pulmonary lesion. Streptomycin 
is a toxic drug; however, the dihydro form is 
less toxic. Large doses, given for a long time, 
will often cause auditory and vestibular nerve 
disturbances and may be toxic to the kidneys. 
Therefore, streptomycin is given only in cases 
of proved active pulmonary tuberculosis and in 
relatively small doses for periods from 60 to 
120 days in the treatment of active pulmonary 
tuberculosis. Actually, streptomycin is indicated 
in any proved acute tuberculous process whether 
it be pulmonary or extra-pulmonary (infections 
of trachea, bronchi, kidneys, gastro-intestinal 
tract, meninges, renal and bone) and in chronic 
conditions complicated by cutaneous draining 
sinuses. Much work is being done combining 
streptomycin with other drugs in the treatment 
of active pulmonary tuberculosis, but, so far, the 
work is still experimental though promising. 
Streptomycin may be combined with bed rest as 
soon as the diagnosis is made, however, it is our 
experience that the streptomycin therapy should 
be reserved until it is needed or unless the patient 
shows lack of resistance to the disease, and it is 
progressive. Streptomycin therapy is not con- 
tinued beyond 120 days because it has been 
learned that the tubercle bacillus has become re- 
sistant to the streptomycin, and its growth in 
vitro is no longer influenced except by high doses 
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Fig.1-A. 
Same showing pneumoperitoneum with left phrenic 
nerve crush. Bilateral pulmonary tuberculosis regressing 


of streptomycin not possible to obtain in the 
human body. Streptomycin has become as spe- 
cific for the treatment of active tuberculous 
lesions as quinine is for malaria. The final chap- 
ter as to the dosage and duration of streptomycin 
treatment has not been written. 


‘THE PHRENIC NERVE CRUSH? is a procedure that 

has been used for a good many years and in 
certain sections of this country is considered to 
be the standard treatment in early cases of active 
pulmonary tuberculosis (see Fig. 1). However, 
we feel that the phrenic nerve crush should be 
reserved for those cases where the activity is 
regressing, following a period of bed rest or other 
therapy. It is our experience that a phrenic nerve 
crush done too early after the diagnosis of active 
pulmonary tuberculosis may complicate the fu- 
ture course of treatment if the disease is progres- 
sive in spite of bed rest and streptomycin ther- 
apy. We prefer to use the phrenic nerve crush in 
the late healing stages of a previously active 
pulmonary tuberculosis to insure a period of fur- 
ther rest of the lung during the rehabilitation. 


PNEUMOTHORAX still remains the second best 

form of therapy in the treatment of active 
pulmonary tuberculosis and the indications and 
contra-indications for pneumothorax have be- 
come specific and well established (see Fig. 2). 
Pneumothorax is contra-indicated whenever there 
is x-ray evidence of a giant cavity due to tension 
or chronicity with thick walls, and evidence of 
acute exudative disease. Pneumothorax is either 
effective or ineffective regarding the mechanical 
collapse of the diseased area. By the third and 
fourth refill of the pneumothorax it can be deter- 
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Fig. 2. 
Case illustrating ineffective left pneumothorax be- 
cause of long apical adhesion 


mined if the collapse will be effective, if it will 
be ineffective because of adhesions, and if the 
pneumothorax can eventually be made effective 
by severing the adhesions by closed or open pneu- 
monolysis. The National Tuberculosis Associa- 
tion has set up the criteria for an effective pneu- 
mothorax, and if an effective pneumothorax can- 
not be obtained it should be abandoned and the 
lung should be re-expanded. An _ ineffective 
pneumothorax is an invitation to all the compli- 
cations of pneumothorax, such as persistent pleu- 
ral effusion, empyema, bronchopleural fistula and 
fibro-thorax with loss of respiratory reserve. 
The ineffective pneumothorax can be converted by 
a closed pneumonolysis and occasionally open 
pneumonolysis into an effective pneumothorax. 
Streptomycin and other antibiotic and chemo- 
therapeutic drugs have made this procedure much 
safer than in the past. It is our experience that 
pneumothorax should be started and maintained 
at approximately 33% collapse. If further col- 
lapse is necessary to close the cavities the com- 
plications increase and we are doubtful whether 
the pneumothorax should be continued. We be- 
lieve a 33% effective pneumothorax is sufficient 
to heal the diseased lung and close any cavities 
that are amenable to such treatment. Bilateral 
pneumothorax is possible and often done although 
the complications are compounded and necessary 
medical observation of the patient is intensified. 


PNEUMOPERITONEUM® is often used as a substi- 

tute for, or in preference to, pneumothorax 
and should be reserved for those cases for which 
an effective pneumothorax is not possible and 
especially in cases of bilateral active pulmonary 
tuberculosis in which the disease is equal in both 
lungs. Pneumoperitoneum rarely will succeed in 
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Fig. 2-A. 
Same case after closed pneumonolysis showing effec- 
tive left pneumothorax 


the complete cure of the case, but it will often 
prepare the patient for further and more direct 
collapse measures which are necessary to bring 
about the complete and final healing of the dis- 
ease. Pneumoperitoneum is handled in many 
ways in various clinics, and we prefer to main- 
tain as high an elevation of the diaphragm with 
positive intra-abdominal pressures of air as is 
compatible with the patient’s comfort. Pneumo- 
peritoneum should always be tried in cases of 
active pulmonary tuberculosis involving the lower 
half of one or both lungs. 

At this point it is evident that any or all of 
the above specific measures may be used in the 
treatment of an early active case of pulmonary 
tuberculosis. All of the above procedures are 
reversible except for the occasional phrenic nerve 
crush which fails to regenerate. Many clinics 
prefer to combine one or several of the above 
procedures in the treatment of active pulmonary 
tuberculosis cases. In the past there was much 
controversy by the medical profession regarding 
the merits of one or a combination of the above 
procedures. Actually the results over many years 
of such controversy are equivocal. The end re- 
sults are about the same and, therefore, indus- 
trial physicians should not be confused or mis- 
led, but should understand that any or all of the 
above measures may bring about arrest or cure 
of the early diagnosed active pulmonary lesion. 
It is no longer necessary for industrial physi- 
cians to experiment with any of the accepted 
methods of treatment; rather, it is more impor- 
tant that they learn to use them more effectively 
and sensibly than in the past. By means of the 
above methods of treatment it is possible to con- 
vert an active pulmonary tuberculosis case to a 
quiescent and negative state as far as the sputum 
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and clinical status are concerned, and when such 
a patient has a negative sputum for tubercle 
bacilli as determined by all known laboratory 
methods, the patient is then ready for rehabili- 
tation and it can be done best by industry. In- 
dustry should use such employees under careful 
medical supervision and is better capable of con- 
ducting an ambulatory pneumothorax or pneumo- 
peritoneum program with careful medical obser- 
vation of its employees under such treatment; it 
should conduct its own rehabilitation program 
allowing for some gainful employment for the 
employee-patient. Having instituted the control 
of the disease, it may be necessary to substitute 
a more permanent form of surgical collapse to 
insure a complete cure. Also, there are cases 
which cannot be handled by pneumothorax and, 
therefore, some surgical procedure must be sub- 
stituted early in the course of treatment. More 
evidence is accumulating to show that whenever a 
lesion in the lung of known activity incompletely 
heals and is suspected of intermittent activity, 
the lesion should be permanently collapsed by 
some surgical measure that insures complete and 
permanent cure. 


XTRAPLEURAL PNEUMOTHORAX is a reversible 

surgical collapse measure (see Fig. 3) applic- 
able in certain selected cases. Briefly, the op- 
eration consists in the subperiosteal resection of 
a small segment of the fourth or fifth rib pos- 
teriorly, near the rib angle, and development by 
blunt dissection, of the potential space over the 
endothoracic fascia. We have preferred to do 
this procedure under local anesthesia. The in- 
dications we have used can be tabulated thus: 

1. Small non-fibrotic, non-acute, relatively re- 


=—_ 


>= 








Fig. 3. 
Case of right effective pneumothorax and active 
tuberculous lesion in left upper lung 
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cent apical disease, with a cavity less than 2 cm. 
in diameter, in patients where pneumothorax is 
not feasible because of pleural symphysis. 

2. Cases amenable to thoracoplasty but, be- 
cause of extreme youth and skeletal immaturity, 
the latter procedure might be interdicted. 

3. Debilitated or elderly patients with lowered 
pulmonary reserve. 

Contra-indications are large (giant) cavities, 
peripheral cavities deriving their blood supply 
from the parieties, tension cavities, disease ex- 
tending below the third rib anteriorly, acute or 
exudative processes and tuberculous bronchitis. 
We have not used extrapleural pneumothorax as 
a preliminary to thoracoplasty;* nor do we con- 
sider an extrapleural pneumothorax operation as 
a substitute for a thoracoplasty. We have not 
been favorably impressed with the newer forms 
of plombage such as lucite balls, gelfoam, and 
spun glass, preferring to maintain a reversible 
re-expansion status by using air refills as means 
of maintaining the extrapleural space. Recently 
Smart, Samson and Childress® reported a five- 
year or more follow-up on 45 cases with 68% 
actively working and a 75% favorable result. 
Similar favorable results are reported by Amer- 
ican and foreign authors,®:? with sputum conver- 
sion ranging from 30% to 75%. 

Complications for this procedure are those of 
any operative thoracic procedure and later the 
complications of pneumothorax. A close medical 
observation is paramount in these cases until the 
desired pulmonary collapse has been obtained. 
Rigid adherence to the indications presented is 
of extreme importance, and laxity or broadening 
of the indications, generally has given poor re- 
sults. The advantages of a non-deforming, single- 
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Fig. 3-A. 
Same case showing effective right pneumothorax 
and left extrapleural pneumothorax 
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Fig. 4. 
Case showing extensive chronic fibroulcerative pul- 
monary tuberculosis of right upper lung 


stage and reversible operation for pulmonary col- 
lapse are obvious. 


"T HORACOPLASTY has become the time-honored 

and most highly successful of all surgical col- 
lapse measures in the treatment of pulmonary 
tuberculosis and has rightfully earned its place 
in the armamentarium (see Fig. 4). Whereas it 
is a far cry from the early partial costectomy 
of Sauerbruch to the complete thoracoplasty, as 
done today, the use of streptomycin has made 
eligible candidates for surgery who otherwise 
would be extreme risks or inoperable cases. We 
feel that the pulmonary improvement gained by 
the use of streptomycin, as a adjuvant to combat 
spread, heal an endobronchitis, control the exuda- 
tive phase, lessen toxicity, should in no way be 
considered as definite. The patient’s disease as 
seen in the pre-streptomycin x-ray should be the 
determining factor in appraisal of a given case 
under consideration for thoracoplasty. In a sur- 
vey® of 308 cases followed for five years, 50.9% 
were discharged as arrested and an additional 
12% as improved. Our own figures for cases 
operated in 1948 show an immediate conversion 
of sputum in about 75% of cases. With such pro- 
cedures as a revision thoracoplasty, cavernosto- 
my, and resection, this figure will undoubtedly 
rise and more and more “arrested” cases result 
through surgery. As in extrapleural operations, 
this procedure can be performed under local 
anesthesia for all required stages. We have seen 
only a negligible incidence of spread and atelecta- 
sis under local anesthesia and patients are usual- 
ly ambulant by the third day, comfortable and 
afebrile. It is felt that this excellent conversion 
rate does not justify superimposing an apicolysis 
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Fig. 4-A. 
Same case after two stage right thoracoplasty 


on a thoracoplasty, thereby compounding the mor- 
bidity; and this step has been abandoned by 
most clinics. The preferential thoracoplasty, as 
now performed, is done in two or three stages, 
14 days apart with complete removal (disarticu- 
lation) of the upper three and one-half ribs, fol- 
lowed by a second or third stage wherein three 
and one-half or four and one-half ribs, in graded 
segments, are excised. Thus, a seven or eight rib 
upper thoracoplasty is done and, to preclude for- 
mation of a paravertebral gutter, the transverse 
processes are removed flush with their respective 
vertebral laminae. The classical indications for 
thoracoplasty are well-known and can be stated 
briefly as predominantly unilateral, fibrocaseous 
disease in the upper lobe in patients with good 
respiratory capacity. Deviations from this prin- 
ciple are many and include the use of thoraco- 
plasty with Monaldi drainage or covernostomy 
for the treatment of giant cavities. We have used 
anterior costectomy as a preliminary procedure 
in older, debilitated individuals in preparation 
for thoracoplasty. This has given us an indica- 
tion of the patient’s respiratory reserve and abil- 
ity to withstand the procedure. Where an other- 
wise favorable candidate for thoracoplasty shows 
evidence of an exudative component or toxicity, 
the regimen of a 30-day course of dihydrostrepto- 
mycin is followed pre-operatively, but only in 
very limited cases has this drug been used as 
prophylaxis for spreads. We prefer to reserve 
its use until actual spread occurs because of its 
high specificity for this latter complication. So 
convincing have been the late results of thoraco- 
plasty that it is now frequently done as a “pri- 
mary procedure,” wherein selected cases are sub- 
jected to thoracoplasty without recourse to pre- 
liminary pneumothorax or other measures. 
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Fig. 5. 
Case showing giant cavity in left upper lung with 
extensive disease in left lower lung 


PULMONARY RESECTION represents the most re- 

cent advance in surgical treatment of tuber- 
culosis and a crystallization of ideas has evolved 
from contributions of Sweet,'® Overholt,'! Bailey, 
Maier and many others (see Fig. 5). Although 
this procedure is still undergoing testing by clin- 
ical experience, certain concrete indications can 
be given: 

1. Thoracoplasty failure with a residual upper 
lobe cavitation in which non-extirpative proced- 
ures are not applicable. At least nine months to 
one year should elapse post-thoracoplasty before 
“failure” is established. 

2. Cases with extensive upper and lower lobe 
involvement, with or without bronchostenosis. 

3. Cavernous disease in the apical or basal seg- 
ment of the lower lobe or in the middle lobe un- 
controllable by other collapse measures. 

Reporting on 200 consecutive pulmonary re- 
sections, Overholt has shown that with attention 
to anesthesia, position, careful technique, and 
judicious use of thoracoplasty to prevent over- 
distention of the remaining lung, good results 
are obtainable. Blades has recently shown that 
under streptomycin the mortality for resections 
over a long period has dropped below 15%. Care- 
ful postoperative management and skilled clin- 
ical assessment of the patients with regard to 
cardiac and respiratory reserve is absolutely 
necessary in excisional surgery for tuberculosis. 
Many clinics are gradually reserving resection 
solely for those obvious thoracoplasty failures 
wherein cavernostomy and revision have likewise 
been tried and failed. Of more restricted applica- 
tion in tuberculosis has been the use of segmental 
pulmonary resection to conserve portions of the 
lobes. While this end is desirable, it is often 
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Fig. 5-A. 
Same case after left pneumonectomy 


obtained at a high cost, namely, complication of 
effusion, empyema and bronchial fistula, and 
hence its limitations are obvious. In any event, 
it is felt that a critique of extirpative therapy 
will not be drawn up until several years have 
elapsed and long-range follow-up studies made. 
We are not substituting resection for any of the 
above described forms of therapy and although 
our total number of resection cases is small, the 
results have been gratifying. 


Summary 
NDUSTRIAL physicians must assume their re- 
sponsibility for the diagnosis, management and 
subsequent rehabilitation of employees found to 
have active pulmonary tuberculosis. 

2. The importance of immediate classification 
of employees with x-ray evidence of pulmonary 
lesions, into tuberculosis active and tuberculosis 
activity-undetermined groups, is stressed for fur- 
ther study and diagnosis. 

3. The various modalities for the present day 
treatment of active pulmonary tuberculosis have 
been discussed. 

(55 E. Washington St., Chicago 2.) 
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The Health Committee 


IRENE M. WILLOUGHBY, R.N.., 
Industrial Health Consultant, Loss Prevention Department, 
Liberty Mutual Insurance Company, 
Boston 


NE OF the most effective measures that may 

be utilized for the promotion of health 
education among industrial employees and their 
families is the organization of an active Health 
Committee, the objectives of which are tailored 
to the needs of the health problems evidenced 
by the type and extent of the industry. 

In the large industrial establishment medical 
and nursing personnel may encourage the co- 
operative support of the employees through this 
medium and thus be enabled to put across the 
need for ways of living that will help to keep 
the industrial worker and his family in a sound 
state of body and mind. 

In the plant of smaller size, where there is 
part-time medical and nursing service or only 
a first aid attendant, the value of good indus- 
trial sanitation may be taught by allocating re- 
sponsibilities, such as plant inspections pertain- 
ing to hygiene and sanitation and health pro- 
motional campaign duties, to members of the 
Committee. 


Management Approval 

HE success of the endeavors of the Health 

Committee will depend largely upon manage- 
ment endorsement. While the health policies of 
the individual plant may already be established, 
ultimate accomplishments will depend largely up- 
on the degree of interest that management shows 
in the activities of the Committee, which will 
reflect generally in whole-hearted cooperation of 
both management and employees. 

Approval of the Committee’s activities should 
therefore be signified by an announcement, over 
management signature, outlining the aims and 
purposes of the Health Committee. 


Organization 

T IS recommended that the industrial physician 

and nurse-counselor act as chairman and co- 
chairman of the Committee and that member- 
ship be comprised of department heads, foremen 
of departments, and one employee selected alter- 
nately from each department to serve on the Com- 
mittee for a term of one month. This should 
include the employee’s attendance at two meet- 
ings. At the first meeting duties would be as- 
signed to him; at the second meeting a formal 
report of accomplishments would be made by the 
employee, and responsibilities turned over to the 
new member for completion. 

It would be the responsibility of the chairman 
to direct all Committee procedures and report to 
management through conference and written re- 
port. It is suggested that the chairman appoint 
a treasurer to handle the budget and a secretary 


to record proceedings. Ways and Means and Pub- 
licity Sub-Committees may also be formed as 
activities progress and the need for them is in- 
dicated. 

After these appointments have been made, it 
is recommended that a letter be sent to each ap- 
pointee at his home, requesting that he accept the 
appointment, and stressing management’s ap- 
proval of the aims and purposes of the Committee. 
This will enable members to evaluate more pro- 
perly the importance of attendance at Committee 
meetings and the execution of the duties assigned 
to them by the chairman. 


Functions 

T Is recommended that regular plant tours be 

made by members of the Committee for the 
purpose of observing conditions regarding health 
and sanitation. Observations will suggest sub- 
jects for which regular health promotional cam- 
paigns may be planned and promoted, and results 
reviewed and evaluated. 

Employees may be appointed to assist in the 
distribution of health literature and posters, the 
maintenance of visual aid stations and Commit- 
tee rooms, and in the arrangements for obtaining 
“props” and materials to be used, transportation 
of visiting health educators, etc. 


TOPICS FOR CAMPAIGN PROMOTION: 
Cold prevention. Seasonal hazards. 


Nutrition. First-aid. 

Plant and home Home nursing. 
sanitation. Personal hygiene. 

Communicable Protective clothing. 
disease control. Special health prob- 

Immunization. lems (male and 

Fatigue. female). 

Recreation. 


METHODS OF PROMOTION: 

Showing of health educational films. 

Demonstrations. 

Use of posters on bulletin boards in cafeterias, 
rest rooms, lavatories. 

Inserts in company employee publication. 

Announcements over plant address system. 

Payroll inserts. 

Talks (general, specific groups, industrial, com- 
munity). 

Radio and television. 

Utilization of approved community health and 
social agencies and specialists. 

Cooperation with health and social campaigns 
in the community. 

Participation in the activities of civic health 
and social committees. 

Inserts in newspapers and safety publications. 
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All promotional materials used should be med- 5. Maintenance and analysis of records which 
ically approved. will show achievements and “blocks” which may 
require attention. 


Advantages 6. Presentation of planned, tailored programs 
HE following advantages may be anticipated and follow-through accomplishments. 
as a result of the Health Committee’s activ- 7. Assimilation and acceptance of the funda- 


ities: mental principles of good health and the needs 
1. Opportunities for discussions on the rela- of specific health conditions. 

tion of health to safety, production, and morale. 8. Revealing of contributory, causative factors 
2. Development of an awareness in the em-_ and data on accidents and illnesses by the Safety 

ployees of the interest that management feels Committee and Health Committee, working in 

toward their health and welfare. This should conjunction. These, when broken down and ef- 

reflect in improved labor relations and increased forts coordinated, allow for more specific infor- 

mation for which corrective steps may be intro- 





efficiency. 
3. Opportunity for the study and correction of duced. 
real health problems, and a chance for the pre- 9. Cooperation and interest of employees who, 
| 


sentation of new ideas by the management, the as rotating members of the Committee become 

medical department, and the representatives of ambassadors of good health and safety among 

the employees. their fellow workers, their families, and their 
4. Establishment of regular, progressive ef- communities. 

fort in health promotion. (175 Berkeley St., Boston 17.) 





Pensions Not the Answer 


| ITH the number of people aged 60 or more increasing at a rate of five times 
the population increase, retirement and pensions are serious problems. 

| There are about 11 million people 65 years or older in the U.S. today. As Dr. 
Edward J. Stieglitz said in a recent issue of /ndustrial Hygiene, “. . . Industry 

must either find employment for older men and women appropriate to their 

capacities, or carry a major share of the rapidly growing burden of supporting 

them in tragically wasteful idleness, either through private pension funds, or 

worse, through crippling taxation.” Application of a blanket retirement age 

appears to be not only against the best interests of the worker, but also a waste- 

ful practice for industry. In many cases, management is throwing out skills and 

know-how that have taken years to develop. In a few isolated cases, companies 

have rehired as consultants executives who were forced by inflexible rules to 

retire. That solution has the advantage of making way for younger men, while 

retaining the knowledge and skill of older men. Applying mainly to executives, 

this doesn’t help to solve the problem of the worker. One idea, put into practice 
| by a company in the Middle West, was to establish a special section, at special 
pay (above the pension rate), in its maintenance department for older men still 

able to work, but not to carry a full load. The company protected itself against 

| possible abuses of the plan by reserving the right in the union contract to select 
| workers who would be kept at work on this basis, and the right to terminate the 
arrangement. As another solution, older workers might be assigned to the train- 

ing of younger employees through a formal training set-up. That system worked 

well during the war. Assuming that such a system can be established, the big 

question is, “Can the worker do the job?” Older workers tend to have less strength, 

slower reaction time, and slower recovery. On the other hand, as Stieglitz points 

out, they tend to be more loyal, have better attendance records, better judgment, 

and greater skill. Their safety record is better than that of younger men. They 


* know their limitations, and they’re extra careful. 
—Modern Industry, October 15, 1949. 














The Management of Abdominal Injuries 
WM. C. BECK, M.D., 


Sayre, Pennsylvania 


HE many advances in operative surgery dur- 

ing the past decade have made themselves 
felt in the management of abdominal injuries. 
They have changed the prognosis, have made the 
operative therapy less hazardous, and have sim- 
plified many of the techniques. Yet, confronted 
with the individual patient who has just been 
injured, there are still many problems which 
make decisions difficult and accurate evaluation 
imperative. 

It might be thought that the triumvirate of 
the ready availability of whole blood, antibiotic 
and chemotherapeutic methods, and the hemo- 
static agents would make operative intervention 
on the acutely injured patient so safe that the 
policy of “let’s look and see” might have sup- 
planted the necessity of evaluating the injury 
and recognizing the organs which have been 
traumatized. This is just as untrue as it was 
before the advent of the triumvirate. Misplaced 
surgery may still be fatal. 

The abdominal cavity contains, in the main 
two types of organs, the solid viscera, and the 
hollow organs. To the former belong the liver, 
spleen and pancreas. The hollow viscera include 
the gastro-intestinal tract, the ureter and blad- 
der, and the blood vessels. One mixed organ is 
represented in the kidney. The violence applied 
to these organs may be perforating, penetrating, 
non-penetrating and even indirect. A knowledge 
of the character of the violence matched against 
a knowledge of the manifestations of the trauma 
of various of the organs may direct the surgeon 
to the proper therapeutic sequence. Yet the 
symptomatology of the injuries of the abdomen 
is manifested by so few signs—usually those only 
of shock, hemorrhage and peritonitis—that the 
interpretation of their minor variations will as- 
sume much importance. 

In the perforating injuries, fortunately usually 
single in peacetime civil practice, one must as- 
sume that the offending missile has traveled in 
a straight line. Thus a knowledge of the contours 
of the peritoneal cavity and the topographic anat- 
omy of its contained viscera becomes important. 
This may vary with the position of the patient 
at the time of the injury, and may vary with 
the phase of respiration at the time the missile 
traversed the body. In the penetrating wounds, in 
which the missile is retained, it may be located 
by the x-ray and again its course roughly estim- 
ated as a direct line between the site of the 
missile and the wound of entrance. The probing 
of an abdominal wound to find its course through 
the abdominal parieties is a practice which should 
be condemned. While it is probably harmless in 
most instances, it is so fallible that it should be 
supplanted by an open operation. 
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In the non-penetrating and the indirect violence 
cases, the diagnosis of abdominal injury must be 
made by inference. In these one must rely on 
a careful evaluation of the history and clinical 
signs. There is usually but one organ injured, 
so the discussion will be carried out under indivi- 
dual headings. 


Blood Vessel Injuries 

NE of the frequent abdominal injuries, often 

precipitated by indirect violence is the rupture 
of the deep epigastric vessel in the rectus muscle. 
It is too often missed and the cause of severe 
complaints with few findings. Manifested by pain 
and tenderness in one of the segments of the 
rectus sheath, it may often be interpreted as 
appendicitis, or even as cholecystitis, as it was 
in one of our recent cases. It is almost invariably 
self limiting in non-compounded injuries, and is 
easily treated by conservative means. 

More important are the injuries to the major 
abdominal blood vessels. These are nearly always 
the result of penetrating or perforating injuries. 
If the vessel can bleed into the peritoneal cavity, 
the evidences of severe hemorrhage are present. 
So akin are the symptoms and signs of hem- 
orrhage to those of traumatic shock, that only 
early recognition will save the patient’s life. The 
literature abounds with dogmatic statements of 
diagnostic differences between shock and hem- 
orrhage giving the degrees of hemoconcentration 
or dilution as the telltale signs. Yet the clinician 
finds that there are so many exceptions to the 
expected results that he must rely upon his clin- 
ical judgment and experience for his guide. 

In perforating and penetrating wounds with 
evidences suggesting severe hemorrhage, massive 
blood transfusions should be followed by opera- 
tive intervention. The exact site of the hemorr- 
hage may not be evident when the abdomen is 
opened. However, in such patients, the hand in- 
troduced into the abdomen may feel a stream, 
and it can be followed and the actual bleeding 
site tamponaded by the finger. When the hem- 
orrhage has been staunched, the area can be ex- 
posed and the vascular rent controlled by suture, 
lateral ligature, or complete ligature of the vessel. 


Injuries of the Liver 
‘THE liver, because of its tremendous size, is 
frequently injured by both open and closed 
types of trauma. In both types, hemorrhage is 
the main sign of injury. In the compound wounds, 
abdomino-thoracic injury of the liver is frequent, 
as this organ protrudes far into the thoracic cav- 
ity. A knowledge of the topographic anatomy of 
the liver foretells most of the penetrating and 
perforating wounds. When the liver is injured, 
the diaphragm is usually splinted in contraction, 
the chest wall contracts, and the abdominal 
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muscles also contract. Thus a tamponading effect 
is secured. Unless the shattering effect on the 
liver is severe, most of the lower velocity missiles 
and smaller caliber missiles will produce a 
hemorrhage which is self limiting. Biliary leak- 
age in such instances is not of great importance. 

In the wounds of modern warfare, however, 


where the missiles are often large and travel at- 


tremendous velocity, the shattering effect is great 
and both hemorrhage and biliary leakage may not 
be self limiting. Hematomas and biliary collec- 
tions may become a factor of importance in these 
cases. Even the broncho-biliary type of fistula 
reported by Guy and Olek may result. 

The closed injuries of the liver may come from 
a lateral or antero-posterior compression of this 
relatively inelastic organ. Most of such injuries 
are followed by more or less linear lacerations of 
the organ. Hemorrhage is moderate in amount, 
and usually is self limited. 

Thus one would conclude that injuries of the 
liver are, in most instances, relatively innocuous. 
This, however, is not borne out by statistical re- 
views. A relatively large number of patients 
with liver injuries die at the site of the accident, 
before they are reached by medical aid. A review 
of these statistics, largely from coroners’ series, 
reveals that many of these patients suffered 
massive injury often with concomitant wounds. 
Thus it is suggested that minor liver wounds be 
treated conservatively and the more major ones 
be treated by open operation. The differentiation 
between the minor and the major ones is a purely 
clinical one, a reflection of the severity of the 
shock and of the hemorrhage. Using this as a 
guide, I have found a personal tendency to oper- 
ate upon more patients than it appears from the 
operative findings was actually necessary. This 
is probably prompted by the fear of concomitant 
injuries, and an error in the right direction. 

The control of hemorrhage from the liver was 
for several decades the subject of numerous pub- 
lications and several ingenious methods of liver 
suture and packing have been reported. We now 
know that the use of mattress sutures and the 
addition of the various absorbable hemostatic 
agents have practically removed this hazard. 

The injuries of the extrahepatic biliary system, 
in contrast to most liver wounds is manifested by 
an early appearance of jaundice and often brady- 
cardia. 


Injuries of the Spleen 
‘THE spleen is a small organ, well protected from 
the average traumas by the rib cage, but, like 
the liver, has limited mobility and is pulpy and 
friable. In perforating and penetrating wounds, 
its injury is almost invariably associated with 
a combined abdomino-thoracic injury or with in- 
juries of the hollow viscera with which it is in 
intimate relation. Therefore operative interven- 
tion will be performed and its findings will be 
merely an incident to the operation. It is in the 
closed injuries of the abdomen that the spleen 
assumes its real importance. 
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The fractures of the spleen have been described 
to occur by varying mechanisms, both bending 
and compressive in type. Some such traumas may 
be of just sufficient violence to produce a central 
or subcapsular contusion. When this occurs, the 
actual intraperitoneal rupture may be delayed 
for days or even weeks. In my experience, this 
has been especially true in children and young 
adults. As most splenic ruptures occur in children 
and young adults, delayed ruptures are of moder- 
ate frequency, and should be suspected when a 
person suddenly displays the symptoms of shock 
days or weeks after an injury which may be 
insignificant or minor. 

In the diagnosis of splenic injuries the history 
mechanism of the trauma is most valuable. Most 
of the patients show evidences of injury to the 
upper left abdomen or lower left chest. In a fair 
number, there is a fracture of the ninth to 
eleventh ribs of the left side. As the only other 
gross symptom is one of intraperitoneal hemorr- 
hage the site of the trauma should be ascertained. 
The hemorrhage usually is apparent more in the 
clinical picture than in the laboratory findings. 
This anemia is often not as profound as one 
would suspect, and one may therefore be less 
surgically energetic than the situation demands. 
Corroborative findings of an increase in the 
splenic dullness or a roentgen film revealing an 
increase in the normal splenic opacity may be of 
great help. The peritoneal reaction with splint- 
ing, tenderness and the rebound phenomenon is 
usually quite marked. Bowel sounds may, how- 
ever, be audible with diminished or almost nor- 
mal frequency. 

In my opinion, a suspicion of a fractured spleen 
is sufficient to warrant operative intervention. 
The almost universal availability of bank blood 
has rendered the use of autotransfusion unneces- 
sary. When the abdomen is opened, the spleen 
should be brought into the field by traction 
toward the midline. This will put the lieno-renal 
ligament on a stretch, and this structure may 
easily be divided. This permits complete mobility 
of the organ and accurate definition of the vascu- 
lar structures of the splenic hilus. These may 
then be controlled with ease. Even in the ab- 
domino-thoracic wounds, where splenectomy is to 
be performed through the chest, this mobilization 
makes the operation a much easier one. 


Injuries of the Pancreas 
THE lobulations of the pancreas and its protected 
position protect it from most of the traumas 
of the abdomen. In the compound injuries, the 
hemorrhage is usually not severe from the pan- 
creas itself, and the ferments do not appear to be 
liberated in devastating amounts. Almost all of 
these injuries are associated with wounds of the 
stomach or colon, and will be recognized at the 
operation. On the other hand, blunt traumas 
to the epigastrium may injure the pancreas. Sur- 
prisingly, the trauma is often of only mild sever- 
ity. When the trauma is severe enough to cause 
hemorrhage, it usually is into the lesser omental 
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bursa. A gross deformity is observed on in- 
spection of the abdomen. In my experience, it 
is not a very painful process, and may be even 
unrecognized by the patient until he notices a 
mass in the epigastrium. If there are no evi- 
dences of injury to the hollow viscera, a roentgen 
study of the gastro-intestinal tract will reveal the 
gross deformity of the stomach and the colon 
as they are displaced by the encapsulated effusion. 

The effusion may point in the gastro-hepatic 
ligament, the gastro-colic ligament, or through 
the transverse meso-colon. Rupture into the gen- 
eral peritoneal cavity of the mass may occur and 
I have reported six such cases. These are, how- 
ever, usually associated with a second traumatic 
episode. 

It is my belief that the trauma which produces 
the so-called pancreatic pseudocyst is usually a 
minor one which initiates a subacute pancreatitis. 
The effusion is, therefore, as much a product of 
the inflammatory reactions as of the original 
hemorrhage. The diagnosis should not be diffi- 
cult. In the acute compound injuries, suture of 
the organ is the method of choice, after careful 
debridement of all of the traumatized areas. In 
one case I have resected the tail of the pancreas 
but was also obliged to perform a splenectomy 
because of injury to the splenic artery during the 
dissection. 

The management of pseudocysts is beyond the 
scope of this discussion; suffice it to say, that I 
feel they are best drained into the jejunum, using 
an isolated ‘Y’ loop secured by the technique of 
Roux. 


Injuries to the Kidney 
‘THE injuries to the kidney call attention to the 
so-called “retroperitoneal syndrome.” This 
syndrome is so commonly associated with renal 
trauma that one must consider the two under one 
heading. Together they constitute one of the 
most difficult problems in abdominal traumatol- 
ogy. They are treacherous from the therapeutic 
standpoint, and most difficult of diagnostic an- 
alysis. 

Many patients with kidney rupture will have 
evidences of fullness in the loin and will reveal 
their tenderness in that area, but will not be in 
severe shock or distress. Others will be in pro- 
found shock, with a rigid quiet abdomen, groan- 
ing with severe pain or grunting with a labored 
type of respiration. The latter are displaying 
what is termed the retroperitoneal syndrome. The 
diagnosis is of utmost importance, for the find- 
ings suggest an intraperitoneal visceral injury. 
Abdominal exploration, on the other hand, is be- 
set by an appalling mortality. Conservative ther- 
apy gives splendid results. 

The diagnosis of the renal injury is usually not 
difficult. There usually has been violence to the 
loin, and there may be swelling in that area. 
Gross hematuria is present in well over 75%, 
and microscopic blood is seen in 95%. The diag- 
nosis may be aided by the finding of a gray opac- 
ity in the renal area and a disappearance of the 
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psoas shadow in the scout film, and confirmed by 
the intravenous or retrograde pyelographic study. 

In the patients displaying the retroperitoneal 
syndrome, however, it is not enough to prove that 
a renal injury is present. One must also assure 
one’s self that there is no intraperitoneal visceral 
injury demanding laparotomy. Almost all of the 
classical signs of intraperitoneal irritation will 
be present: The abdomen is rigid to the palpating 
hand, there is rebound tenderness, and there is 
either a diminution or complete absence of peri- 
staltic activity. It will be noted, however, by 
careful observation, that the abdominal wall 
moves with respiration. Gastric aspiration will 
not be blood tinged. Rectal examination is usually 
unproductive of pain or tenderness. And five or 
even 10 minute auscultation will usually reveal 
occasional sounds of activity. These signs are 
not pathognomonic, but they are helpful. In 
addition, there is usually no marked anemia, and 
there may be considerable hemoconcentration. 

In the kidney injuries caused by blunt violence, 
there is rarely any indication for emergency 
operative intervention. Early operation will prob- 
ably be the cause of more nephrectomies than 
are necessary. Penetrating wounds of the kidney 
alone are also not requiring of immediate oper- 
ation. The perinephritic abscesses which may 
follow will require drainage, and in rare in- 
stances, hemorrhage may demand operation. But 
these are rare. 

The injuries of the ureter were seen with sur- 
prising frequency in the last war. They were 
almost invariably associated with injuries to the 
colon, and in many cases resulted in intraperi- 
toneal extravasations of urine. These were as- 
sociated with the most surprising degrees of 
azotemia, presumably from the absorption of the 
urinary salts. Almost all were treated by cu- 
taneous ureterostomy or by nephrostomy. In one 
instance in our hospital we were fortunate enough 
to pass a catheter across the defect and secure 
a primary result. The Germans made claim to 
several primary ureteral anastamoses. In one 
case Dr. Justin Codonnier was able to anastamose 
the two ureters across the retroperitoneum. When 
a ureteral injury is suspected in the acute case, 
one may secure some information of its position 
by the intravenous administration of indigo- 
carmine, which will emanate from the cut end. 


Injuries to the Gastro-Intestinal Tract 

OTH penetrating and non-penetrating injuries 

are causative of wounds of the gastro-intes- 
tinal tract. Here hemorrhage no longer domin- 
ates the pathological process, although it may still 
be a prominent feature. Infection and peritonitis 
are the pathognomonic signs. The degree of the 
peritoneal reaction is dependent upon the part of 
the tract injured, as well as the time elapsed be- 
tween injury and examination. The gastric and 
duodenal contents being highly irritant to the 
peritoneal coat will result in a most rigid and 
tender abdomen, identical with that of the per- 
forated peptic ulcer. On the other hand the jeju- 
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num is usually an empty bowel and signs may 
be considerably retarded in their appearance. 
The contents of the right colon are quite irritat- 
ing while the solid feces of the sigmoid and rec- 
tum are not irritating until considerable reaction 
has ensued. Whenever a missile has entered the 
peritoneal cavity in an area where bowel may 


be, operative intervention is indicated. In the 


non-penetrating wounds, exploration is indicated 
whenever there is a suspicion of the rupture of 
a hollow viscus. 

The radiographic examination, which is so 
helpful in the diagnosis of the injuries to the 
solid viscera, is of surprisingly little help in the 
intestinal wounds. Free air is rarely seen -unless 
either the stomach or the colon has been lacer- 
ated. Occasionally one may be able to recognize 
the presence of fluid, and the properitoneal fat 
line may be absent. And in the cases where peri- 
tonitis has supervened one will find distension 
of both the large and small intestine. But this 
is too late a phenomenon. In most instances it 
is better to “look and see rather than to wait 
and see.” 

At the time of operation, the decision whether 
to suture or to resect will require fine judgment. 
In colonic injuries, the safest procedure is to 
exteriorize injured segments. When resection is 
done, only the most experienced surgeons should 
use the end-to-end anastamosis. Bowel obstruc- 
tions and subsequent perforations were frequent- 
ly observed in the last war when the end-to-end 
technique was employed. But the most important 
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factor in the exploration for bowel injury, is 
that the exploration be a complete one. It is 
useless to carefully suture openings in the bowel 
if one is missed. Drainage is to be condemned 
in most instances. It is usually of no avail, and 
may greatly complicate the convalescence. 


Conclusions 
SoME of the injuries to individual viscera have 

been discussed. It must be remembered that 
many of these are observed in combination, and 
that the picture is thus altered. This makes the 
evaluation of the individual case most difficult. 
But it is only with a knowledge of the possibilities 
—and all of the possibilities—that one is com- 
petent to review the individual case history. The 
laboratory is sometimes of help. The x-ray inter- 
pretation may be confirmatory. But, just as in 
all of medicine and surgery, the accurate history, 
and the painstaking physical examinations are 
the mainstays of the diagnosis. And in the ther- 
apy an accurate diagnosis is imperative. The 
decision of whether an operative intervention is 
necessary, and at what time it should be per- 
formed is all important. The differentiation be- 
tween secondary shock and hemorrhage, between 
intra or retroperitoneal hemorrhage, and between 
the injury of the solid and hollow viscera will 
reduce the mortality of the operation to an ab- 
solute minimum. Then, and only then, will the 
triumvirate of antibiotics, blood and hemostatics 
be employed to their best advantage. 

(The Guthrie Clinic.) 








The Quest for Causes 


LONG with the new course in ecology given for the first time this fall, the 
Harvard School of Public Health will confer the newly established degree 
of Master of Industrial Health. Besides the sciences already listed, courses for 
the candidates will cover basic problems in industrial hygiene and organization, 
and include environmental physiology, sanitation and the control of industrial air 
hazards. Something that cannot be taught in courses is also offered to the future 
graduate when he departs with his degree. This is the opportunity to contribute 
significantly to the advance of medicine. Most of the great industries have group 
insurance plans, and the mortality and morbidity data hidden in such files may 
well he the source of vital statistics pointing to the causes of some of the most 
serious and crippling diseases. Assuredly, these masters of industrial health 
will find divisions of their industries in which accidents are a problem, where 
causes can be determined and effective control measures introduced. Perhaps they 
will find pulmonary cancers a problem like that among chromate workers. But 
what about arthritis, peptic ulcer, coronary thrombosis, hypertension and vascu- 
lar and mental diseases whose causes are at present largely unknown? It may 
well be that in particular departments of an industry death rates and morbidity 
rates for some one or other of such diseases—arthritis, for example—may be so 
excessive as to be significant of the factors acting to produce it. There is the 
opportunity for the “master” of industrial hygiene to contribute to the ever- 
growing knowledge of epidemiology and ecology and preventive medicine. The 
biochemist has recently developed compound E as a brilliant contribution to the 
treatment of arthritis. It remains for some future scientist, chemist, clinician or 
specialist, perhaps with a degree of Master of Industrial Health after his name, 
to elucidate its pathogenesis. The quest continues for causes. 


—From an Editorial entitled “Masters of Public Health,” in New England J. Med., 
October 20, 1947. 











The Prophylaxis and Treatment of the Common Cold 
with Neohetramine (Thonzylamine Hydrochloride) 


JOSEPH J. ARMINIO, M.D., and CHARLES C. SWEET, M.D., 
Ossining, New York 


HE observation that a histamine-like sub- 
‘Lae could be extracted from the nasal 
secretions of patients afflicted with the common 
cold was made by Troescher-Elam, Ancona and 
Kerr,' and it was believed by these investigators 
that some phase of the common cold might be 
on an allergic basis. If this were the case, an 
increase in the eosinophile count of the nasal 
secretions might occur. A follow-up of this theo- 
retical assumption culminated in a project on the 
prevention and treatment of the common cold 
by the use of an antihistaminic drug. 

In view of the subjective nature of many of 
the symptoms of the common cold it was deemed 
necessary to personally examine each patient in 
the series. For this reason the experiment was 
conducted in institutions where all subjects could 
be called for examination at any time. A large 
state penitentiary, a convent, and a seminary, 
with a total population of over 3000 were selected. 
The subjects ranged in age from 18 through 70 
years and included members of both sexes of 
all nationalities and races. 

In the examination of 311 subjects afflicted 
with the common cold, it was observed that the 
nasal mucosa exhibited three distinct phases of 
pathological change, as follows: First phase: 
Extreme edema and pallor of the nasal mucosa, 
which exuded a watery mucoid discharge but 
revealed no breakdown of the cellular structure. 
This phase lasted approximately 24 hours. Sec- 
ond phase: Marked injection and redness of the 
nasal mucosa with diminution of edema, a mu- 
coid discharge and no apparent breakdown of 
the cellular structure. This phase, also, lasted 
approximately 24 hours. Third phase: A complete 
breakdown of the cellular structure of the nasal 
mucosa plus an extremely purulent discharge. 
This phase lasted from four to seven days. 

Nasal smears were taken on all patients (treat- 
ment series) in all phases of the disease and the 
cellular nature of the secretion was observed. 
Personal histories were taken on all cases and 
any subject exhibiting a personal or strong fam- 
ily history of allergy was eliminated from the 
study. Of 311 cases observed, 96 were classified 
in the first phase, 160 in the second phase and 
55 in the third phase. Of 96 in the first phase, 
41 (42.6%) revealed an eosinophile count of 2% 
to 5% in their nasal secretions. Of 160 in the 
second phase, only 12 (7.4%) showed an eosino- 
phile count of 1% to 4%. Of 55 in the third 
phase, none exhibited any eosinophiles. Whereas 
eosinophiles occasionally may be present in the 
nasal smear of normal individuals in a concen- 
tration of more than 1%, the demonstration of 
a higher per cent of eosinophiles in 42% of those 
individuals in the first phase of a cold lends 


credence to the assumption of Troescher-Elam, 
et al that this phase exhibits manifestations of 
an allergic state. 

Previous articles?* have already shown the 
efficacy of certain antihistaminics in the treat- 
ment of the common cold. The present study 
assesses the value of prophylaxis, if continued 
over a prologed period throughout the cold sea- 
son. At the same time it was desirable to con- 
firm the use of the antihistaminics in the treat- 
ment of the common cold, investigate their tox- 
icity and establish the dosage required. Having 
the disposal of more than 3000 individuals, work- 
ing under varied environmental conditions, it was 
felt that the conditions would be ideal for a study 
of this type. A review of the literature revealed 
that Benadryl®, Pyribenzamine®, Neohetra- 
mine®, Neoantergan®, Thephorin®, Trimeton®, 
and Antistine® have been reported as effective 
in controlling a wide variety of allergic condi- 
tions. Recent papers by Brewster? and Murray* 
report encouraging results in treating the com- 
mon cold with various antihistaminics. How- 
ever, both authors reported the occurrence of side 
reactions, notably drowsiness, in sufficient degree 
to necessitate warning their patients. Brewster 
prescribed dextro-amphetamine to counteract the 
soporific effects of the several antihistaminics he 
employed, and instructed his patients not to drive 
a car while under treatment. Since many of the 
patients in Murray’s series worked with fast- 
moving machinery, all were instructed to report 
to the infirmary at the first sign of drowsiness 
for a cup of black coffee. As the difference in 
merits of various antihistaminics seems to be 
largely one of toxicity, Neohetramine* was select- 
ed for this study since a number of comparative 
studies have shown it to be consistently the least 
toxic of these agents.*!° 


Prophylactic Study 
ETHODS USED: Three hundred individuals were 
given Neohetramine{ in varying dosages: 
100 patients received 50 mg. once a day; 100, 50 
mg. twice a day; 100, 50 mg. three times a day. 
As controls 300 individuals were given a placebo 
in the same amounts. It is significant that there 
was intermingling of all subjects, allowing equal 
chance of exposure to the cold virus by prophy- 
laxis and control cases. In fact, individuals were 
selected so that Neohetramine and placebo groups 
occupied the same rooms in the dormitories. 
The placebo and Neohetramine tablets were 
indistinguishable in appearance. The project ex- 





*N, N dimethyl-N’p-methoxybenzyl-N’ (2-pyrimidyl) ethylene- 
diamine monohydrochloride (Thonzylamine hydrochloride) . 

}Supplied through the courtesy of Wyeth Incorporated and 
Nepera Chemical Co., Inc. 
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tended from the latter part of October, 1948, to 
the middle of April, 1949. Urinalysis, blood 
count, blood chemistry, blood pressure, and bleed- 
ing and clotting times were performed at regular 
intervals on patients receiving Neohetramine. 
Results of these tests showed no change, other 
than normal variations, throughout the entire 
period of the project. 


Toxicity: Of the 100 patients receiving 50 


mg. three times a day, nine complained of dry- 
ness of the throat and sneezing. However, med- 
ication was discontinued for 24 hours with total 
disappearance of symptoms. The dosage on these 
individuals was then reduced to 100 mg. daily 
without recurrence of symptoms. Two patients 
complained of nausea to a mild degree and this 
was eliminated by decreasing the dosage to 100 
mg. daily. 

The remaining 200 patients, receiving 100 mg. 
or 50 mg. of Neohetramine daily, experienced no 
toxic reactions whatsoever. Throughout the en- 
tire course of Neohetramine prophylaxis there 
were no manifestations of toxicity such as sleep- 
iness, dizziness, epigastric distress, urinary dis- 
comfort or incoordination. 

RESULTS: Of the 100 patients receiving Neo- 
hetramine prophylactically in the dosage of 50 
mg. three times a day for 180 days, 92 were with- 
out any symptoms of the common cold. Six com- 
plained on different occasions of symptoms re- 
sembling the first phase of the common cold with 
stuffiness of the nose, sneezing, mucoid nasal dis- 
charge lasting approximately 24 to 48 hours and 
then disappearing. There was no involvement of 
sinuses, headache, cough, temperature or work 
loss. Two revealed symptoms of the second and 
third phases of the disease. 

Of the 100 patients receiving a dosage of 50 
mg. twice a day, the results were approximately 
the same. Ninety were without any symptoms 
of a cold, while seven developed symptoms re- 
sembling the initial stage with stuffiness of the 
nose, sneezing and mucoid discharge lasting 24 
to 48 hours and then disappearing. Only three 
developed any symptoms involving the third 
phase. 

Of the 100 patients receiving 50 mg. daily, 83 
were without any symptoms of a cold, five com- 
plained of first phase symptoms, and 12 devel- 
oped well-established colds. 

The type of cold manifested by those indi- 
viduals taking Neohetramine prophylactically 
lacked the disturbing symptoms of cough, malaise, 


























TABLE I. 
PROPHYLACTIC USE OF NEOHETRAMINE 

Number Dosage Number free Cold Symptoms 

of of of Ist 2nd = 3rd 
Patients Neohetramine Cold Symptoms’ Phase Phase Phase 

100 50 mg. t.i.d. 92 6 1 1 

100 50 mg. b.i.d. 90 7 0 3 

100 50 mg. daily 83 5 0 12 

300 Control group: 59 0 62 179 


No medication (19.7%) (20.7%) (59.5%) 





INDUSTRIAL MEDICINE Anp SURGERY 


December, 1949 


nasal obstruction and elevation of temperature. 
The outstanding benefit in these cases appeared to 
be the absence of secondary invasion of the nasal 
mucous membrane. 

In the control group, the following results were 
obtained: of the 300 patients receiving the pla- 
cebo, 241 contracted one or more colds—some 
contracted as many as five or six colds; 62 
(20.7%) entered the second phase, and 179 
(59.5%) developed the complete phases of the 
common cold with malaise, purulent discharge, 
cough, etc. Practically all eventually required 
extensive therapy. Eleven developed complica- 
tions such as pneumonitis, bronchitis, sinusitis, 
etc. It was also noted that the number of infirm- 
ary days involved those patients taking the pla- 
cebos. 


Treatment 
THE main project was concerned with the treat- 
ment of the common cold by the use of Neo- 
hetramine. This study involved three groups, 
the first group receiving 50 mg. Neohetramine 
three times a day for three days; the second 
group, a placebo; and the third group, drugs 
used in the usual treatment of the common cold 
such as aspirin, nose drops, lozenges, etc. Cases 
were taken in rotation: first case—Neohetra- 
mine; second case—placebo; third case—usual 
drugs; fourth case—Neohetramine, etc. Again 
cases were grouped as to the phase of the disease 
by nasal smear, examination and history. 








TABLE II. 
TREATMENT OF THE COMMON COLD WITH 
NEOHETRAMINE 





Stage of 
Disease Usual Medication 
Av. Days Av. Days Av. Days 

No. of for No. of for No. of for 
Patients cure/case Patients cure/case Patients cure/case 


Neohetramine Placebo 








Ist 








phase 40 1.2 26 6.2 30 5.1 
2nd 

phase 46 2.8 58 5.8 56 4.6 
3rd 

phase 18 5.1 22 5.3 15 4.7 





RESULTS: Table II shows that Neohetramine is 
the treatment of choice in the first and second 
phases of the common cold as compared to the 
usual medication, but it is of no value once there 
is invasion of the mucous membrane by secondary 
invaders. Of the subjects who began treatment 
during the first 48 hours after the onset of symp- 
toms, 100% responded to therapy. 

Subjective report of “cure” by the patient was, 
of course, gratifying. However, all such reports 
were confirmed by examination of the nasal mu- 
cosa. In compiling our results, regression of 
edema and normal appearance of the mucosa 
served as our criteria for “cure.” 


Discussion 
AS’ BREWSTER? pointed out, it is reasonable to 
assume that the common cold begins as an 
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allergic reaction. The assumption is supported 
(1) by the similarity in rhinitis symptoms of 
an acute head cold as compared with other allergic 
states, (2) by the extraction of a histamine-like 
substance from the nasal secretions of patients 
with head colds,' and (3) by the demonstration 
in this study that 42.6% of 96 patients revealed 
an appreciable eosinophile count in the nasal 
smears during the first 24 hours of the infection. 

Theoretically, therefore, it should be possible to 
abort the common cold if an antihistaminic drug 
could be given in adequate dosage during the first 
48 hours of the disease. Table II indicates that 
this theory became an accomplished fact: ad- 
ministration of Neohetramine during the first 
24 hours relieved colds in one-fifth the time as 
compared with the placebo series; and if given 
during the second 24 hours, the time required 
for complete relief was cut by half. By contrast, 
the aspirin group showed no significant change. 

The six-month prophylaxis study demonstrated 
essentially the same thing: of 100 individuals 
receiving 150 mg. daily, only 1% developed third 
phase (purulent stage) colds; of 100 receiving 
100 mg. daily, 3% developed third phase colds; 
and of 100 receiving 50 mg. daily, 12% developed 
third phase colds. In the control group of 300, 
nearly 60% developed the purulent phase. Fur- 
thermore, a combined 80.3% of the 300 controls 
developed second and third phase colds, as con- 
trasted with 5.6% in the three Neohetramine 
series. 

The type of cold developing in the test and 
control groups is very significant. Individuals 
who routinely took Neohetramine did not develop 
cough, malaise, nasal obstruction, and pyrexia. 
Thus secondary invasion by pathogenic bacteria 
capable of causing complications appeared to be 
prevented. By contrast, 11 of the 179 controls 
who developed full-blown colds required bed rest 
for complications such as pneumonitis, bronchitis, 
and sinusitis. 

Thus prophylaxis succeeds not only in prevent- 
ing colds in the great majority, but also in at- 
tenuating the colds that do occur. 

Brewster? has said, “It is believed that real 
progress in the elimination of the common cold 
will be made when and if an antihistaminic drug 
which is effective and yet sufficiently safe to per- 
mit the public to purchase it without a prescrip- 
tion is developed.” In the current prophylaxis 
study, nine patients receiving 150 mg. Neohetra- 
mine daily for six months complained of dryness 
of the throat and sneezing and two patients com- 
plained of slight nausea. All symptoms disap- 
peared when daily dosage was reduced to 100 mg. 
The remaining 200 cases on a daily dosage of 
50 or 100 mg. experienced no side reactions. 
Since the clinical results with 100 mg. or 150 mg. 
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daily were nearly equivalent, 100 mg. Neohetra- 
mine daily appears to be a safe yet effective 
antihistaminic drug for this purpose. 

The question of eventual effects of prolonged 
use of these drugs has also been raised by Brew- 
ster.* In a study involving the use of Neohetra- 
mine in the exudative phase of pulmonary tuber- 
culosis, Judd and Henderson (Annals of Allergy, 
7:306, May-June, 1949) report the daily admin- 
istration of 350 mg. over a five-month period 
without ill effect. In a private communication, 
Henderson related three patients who received 
300 mg. daily over a four-month period without 
evidence of toxicity. Thus, of the available anti- 
histaminics, Neohetramine in our opinion ap- 
proaches the closest to the ideal of a safe drug 
in clinically effective dosage. 


Conclusions 

HE EARLY phase of the common cold reveals 

certain manifestations of an allergic phen- 
omenon. 

2. Neohetramine can be employed prophylac- 
tically over a prolonged period of time in 50-150 
mg. q.d. doses with excellent results in the pre- 
vention of the common cold. 

3. Neohetramine gives excellent results in the 
treatment of the common cold during the early 
stages. 

4. Toxic manifestations of Neohetramine are 
essentially non-existent. 

(7 Maurice Avenue.) 

[The authors wish to express their appreciation 
of the aid in carrying out laboratory examinations 
and preparing the manuscript rendered by their 
office assistant, E. D. FERGUSON, R.N.| 
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Dermatologic Therapy with Cod Liver Oil Ointment 
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RENE LEVITICUS, M.D.., 
New York City 


—_ the status report on the external use of 
cod liver oil prepared by the Council on 
Pharmacy and Chemistry appeared in 1943,! an 
additional body of literature on this subject has 
accumulated. At that time, the Council indicated 
the need for further scientific observations be- 
fore it could either recommend or condemn the 
product conclusively, pointing out the conflicting 
opinions published by the medical profession and 
the regrettable lack of carefully controlled experi- 
mentation. 

Léhr,? who published the first enthusiastic re- 
port on cod liver oil for external use, claimed 
that it hastened epithelization of large areas and 
converted unhealthy, necrotic sections into clean, 
bacteria-free wounds. Kirschner*® sharply dis- 
agreed with him, holding that zinc ointment was 
preferable and that, to his knowledge, cod liver 
oil did not always cause wounds to epithelize 
rapidly, rendering skin grafting after burns un- 
necessary as had been claimed. Liicke* and Buch- 
heister® swelled the chorus of acclaim, as did 
Steele® and Schaer.?- However, MacCollum,® em- 
ploying other unguents as controls, found that 
all had about the same effect. Hardin,® Aldrich’ 
and Brandaleone'! all spoke favorably about cod 
liver oil for wound therapy, burns, indolent ul- 
cers, pruritus ani and vulvae. 

These latter reports, in the main, ignored the 
setting up of careful controls and such animal 
studies as those of Puestow, Poucher and Ham- 
matt,'* Getz,'* Brandaleone and Popper,'* which 
conclude that the scar tissues on experimental 
animals were not superior to those of scars re- 
sulting from a variety of other therapies. Lau- 
ber!’ and de Rétth*® concluded that cod liver oil 
therapy was not living up to its early expecta- 
tions. Some reports stated that the ointment was 
a cure-all, while others did not find it a whit more 
effective than other benign unguents. The entire 
difficulty with these early reports was their un- 
scientific approach to these individual studies. 
Young and Fisher"? point this out in their article. 
Incomplete, insignificant and conflicting data 
greatly detract from the conclusions presented. 
No sound evaluation of cod liver oil ointment in 
the medical armamentarium can be made without 
a review of available studies as an introduction 
to the new clinical data reported herewith. 

The papers more recently published fall natur- 
ally into two groups, those considering the effi- 
cacy of this preparation for use in the treatment 
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of burns and wounds, and those presenting evi- 
dence of its relative efficacy in a variety of der- 
matological situations. For the purpose of clar- 
ity, we will discuss these findings under the 
headings so mentioned. 


Burns and Wounds 
ARDIN,!® reporting 346 cases of various types 
of wounds and burns where cod liver oil oint- 
ment was employed, was frankly enthusiastic 
about the results obtained. He pointed out that 
while greases and oils were contra-indicated be- 
cause they fail to “seal” the damaged tissues, 
he believes with Clayton’® that cod liver oil differs 
from other greases and oils, in that coagulation 
in the form of an elastic membrane instantly 
occurs on contact with the body tissues of the 
burned areas. He thus considers the existence 
of a physico-chemical parallelism between the 
old tannic acid therapy and that of cod liver oil 
ointment. While tannic acid forms a hard, ad- 
herent eschar by mutual precipitation of colloids 
from their aqueous environments, the oil forms a 
pliable, elastic membrane by interfacial precip- 
itations, probably accounting for the minimal 
cicatrization produced by the cod liver oil oint- 
ment. Hardin further characterizes the latter as 
sterile and bactericidal, capable of an unusually 
stimulating effect on granulation and epitheliza- 
tion resulting in rapid regeneration of tissue de- 
fects. He believes the oil exerts a beneficial sys- 
temic effect, accelerates liquefaction of necrotic 
tissue, reduces toxicity to pus, forms a protec- 
tive layer over the wound surface, requires in- 
frequent dressings, is comparatively painless and, 
finally, minimizes cicatrization. The most deli- 
cate tissues, such as those in the exposed brain, 
the cornea, and exposed intestines, may receive 
applications of the cod liver oil ointment without 
fear of irritation or infection. He recommends 
commercial ointments prepared with petrolatum 
as the odor is less offensive than if mixed at home. 
In the same year, Hamilton?® engaged in a com- 
parative study of four different local preparations 
as applied to 199 burns in 192 hospitalized pa- 
tients. Employing a cod liver oil ointment, com- 
bining a high concentrate of vitamins A and D 
with petrolatum, Foille, tannic acid and sulfa- 
diazine, he discovered that superficial burns, cor- 
rectly treated, heal kindly, no matter which of 
the four preparations is employed. However, 
when deeper burns were concerned, he found 
Foille superior to the three other agents for its 
simplicity of application, reduction of healing 
time of third degree burns, as a detergent for 
grease and oils, and in its formation of a soft, 
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mildly antiseptic, easily changed coating, ideally 
suited to infected burns, burns of the hands, face 
or genitalia and to the sloughing stage of third 
degree burns. 

Callahan,*! in describing his paper tissue dress- 
ings for the treatment of burns, recommends they 
be used with cod liver oil ointment, since such a 
dressing will not break granulation or epithelium, 
either in place or upon removal. Although he 
notes the same is true of other ointments or 
when the paper tissue dressings are used alone, 
in giving directions for the use of his special 
therapy, he specifies the application of cod liver 
oil ointment, both in clean and infected burns: 
“A burn surgically clean from soapy water, ster- 
ile water cleansing, dried, covered with cod liver 
oil ointment direct, this covered by a single layer 
of paper tissue, redressed a minimal number of 
times, kept in daily motion, will heal with no in- 
fection and a minimum of pain and scar. An 
infected burn cleansed freely with soapy water, 
sterile water and debridement, dried, covered 
with cod liver oil ointment direct, this covered 
by a single layer paper tissue, redressed daily, 
then less frequently as desired, kept in daily 
motion, will heal in a minimum of time with a 
minimum of pain and scar without contracture.” 
In his conclusion, Callahan speaks of cod liver oil 
ointment as a valuable adjunct to his tissue dress- 
ing and notes that it can be used safely on the 
eyes, delicate mucous membranes, skin or any 
injured or uninjured tissue. He also has a good 
word to say about its ready availability, its in- 
expensiveness and the ease with which it may 
be transported in a war situation. Lirka, dis- 
cussing the article, reminded us that the single 
cbjectionable aspect of the treatment was the 
smell of crude cod liver oil, which was originally 
used but has now been replaced by the odorless 
ointment. Lirka’s experience with the ointment 
led him to recommend it for use in burn therapy 
on the basis of its ease of application, modifica- 
tion of pain, lessening of severe scarring and 
acceleration of the healing period. 

Two years later, Daughtry”? covered 713 cases, 
of which 171 were burns and the remainder many 
varieties of surgical conditions. Twenty-six ma- 
jor burns received cod liver oil ointment in local 
application and responded favorably. Patients 
using petroleum gauze and tannic acid as con- 
trols required more sedation, were not as free 
from infection and took 10 days more to heal. 
The tannic acid therapy resulted in severe scar- 
ring and frequent contracture, destroying rem- 
nants of viable epithelial cells, which remain un- 
harmed by cod liver oil ointment. Three hundred 
seven denudations and avulsion-type wounds were 
treated by cod liver oil ointment or packed with 
gauze impregnated with this product. Many of 
these involved large areas of skin and subcu- 
taneous tissue, while some even presented open 
muscle wounds. After debridement and flushing 
with a warm saline solution, cod liver oil oint- 
ment was applied. Infections were checked and 
tissue defects disappeared with rapid granula- 
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tion. The average time for healing was 17 days 
with scarring minimal to moderate. Similar 
therapy was employed for 101 cases with cu- 
taneous and far deeper structure defects follow- 
ing surgery. Gauze treated with cod liver oil 
ointment was applied to the wounds, prohibiting 
infection of the clean ones, and greatly lessening 
the infected areas of those already contaminated. 
All of this group healed satisfactorily without 
resorting to skin grafts: the rapid formation of 
granulation tissue accelerated epithelization. 
Nine cases of osteomyelitis responded to cod liver 
oil ointment therapy successfully. Nineteen 
sloughing and infected abdominal wounds were 
either packed or injected with the ointment, and 
within five to seven days, healthy granulation 
appeared at the bottom of the wounds and heal- 
ing was completed in from four to nine weeks. 
It would be unwise not to indicate here that 
reports have been made on treatments using cod 
liver oil ointment in combination with other 
therapeutic measures. Thiessen and Steinreich,”® 
employing cod liver oil ointment from 5% to 
10% to avoid the thick, fibrous scars too often 
occurring with the usual eschar-producing med- 
ications, felt that the checking of infection in 
burned areas was not solved entirely until they 
added 10% powdered sulfathiazole to an equal 
amount of cod liver oil in a lanolin-petrolatum 
base. This balanced concentration came to be 
known as the “10 & 10” therapy and the average 
hospitalization was cut from 17.3 days to 9.4 
days. The authors conclude by advocating that 
this combination of cod liver oil and sulfathiazole 
ointment be substituted for the tannic acid oint- 
ment used by the Army in its field medical units. 
In the same year, Welferman and Adams,** in 
treating burns, ulcers and abrasions, noted that 
when sulfanilamide or sulfathiazole was added 
to the cod liver oil ointment, healing was more 
rapid, the discharge less, and the period of dis- 
ability considerably shortened. Using 40% white 
wax with 60% standard cod liver oil, they re- 
distributed the proportion to allow for the ad- 
dition of 6% of the sulfonamide to improve the 
ointment’s efficiency. This ointment was spread 
on gauze, which, in turn, was applied to the burns 
and abraded wounds. These authors believed 
that the bacteriostatic and sterilizing properties 
of cod liver oil stimulated granulation and epithe- 
lium above and beyond the bacteriostatic power 
of sulfanilamide or sulfathiazole when used alone. 
Three years later, Brezin,”® introducing 10% 
sulfathiazole and 10% cod liver oil in a lanolin 
base directly into severely infected postoperative 
wounds of the hands, found, after 48 hours, that 
infection was checked and that healthy, pink 
granulation was already present. An aqueous 
solution of 5% chlorox was employed daily for 
soaking the hand to facilitate separation of necro- 
tic from viable tissue. Movement was possible 
without pain and contractures were absent, due, 
no doubt, to deletion of abrasive packing and 
the manipulation of drains. The author pointed 
out that the economy of the therapy is obvious: 








Page 514 


hospitalization is reduced, postoperative nursing 
care is at a minimum, and the time formerly em- 
ployed for complicated dressings is saved. The 
patient himself is able to return to his work more 
rapidly, without having to pass through a re- 
habilitation period involving physiotherapy. 


Dermatoses , 
"T HERE have been few articles published in the 
‘last 10 years covering the use of cod liver oil 
cintment for therapy involving conditions other 
than those concerned with burns and wounds. 
Banyai,2° however, continued his previous reports 
by examining the local application of cod liver oil 
and cod liver oil ointment in cases of lupus vul- 
garis, including the ulcerating, non-ulcerating 
and verrucous types, lichenoid tuberculids and 
scrofuloderma. He recommends the use of plain, 
commercial cod liver oil, sterile in its natural 
state: 600 U.S.P. units per gram and a vitamin 
D potency of not less than 85 U.S.P. units per 
gram. The American product contains nine parts 
of iodine per million. Ordinary gauze is immersed 
in this oil and applied to the diseased areas, cov- 
ered with oiled silk or waxed paper, and ban- 
daged. These dressings are changed twice daily, 
the purulent exudate being removed when neces- 
sary with a sterile swab prior to application of 
the oil. A few drops of turpentine on the outer 
surface of the dressing helps to counteract the 
objectionable odor of the fish oil. 

Although Banyai prefers the liquid form, when 
the contour of the body surface under treatment 
prevents the oil from remaining at the point of 
application, he considers it expedient to employ 
cod liver oil ointment. Where the lesions are 
wide-spread, the ointment may be used for in- 
unction. The formula he recommends contains 
12% beeswax and 88% cod liver oil, or 12% un- 
bleached beeswax, 44% vaseline and 44% cod 
liver oil. The author considers it advantageous to 
dab the surface to be treated with the oil be- 
fore applying the ointment. Where cases of this 
nature are concerned, lanolin as a base must be 
discarded since prolonged application may be- 
come irritating and end by defeating rather than 
assisting the healing process. Banyai observes 
that epithelization of the ulcerated areas may 
appear as early as the seventh day of therapy 
and the cosmetic results attained by cod liver oil 
and cod liver oil ointment are superior to those 
obtained from any other procedures, even though 
the formation of an atrophic scar is a part of 
the healing process. Should there be a recurrence 
in from one to five years, response is prompt to 
cod liver oil treatment. Based on these observa- 
tions, Banyai concludes that the topical applica- 
tion of cod liver oil and cod liver oil ointment 
should be .recommended as a useful adjunct to 
generally accepted methods of treatment for 
certain types of tubercular lesions. 

Fitzgerald joined with Banyai?? the next year 
to report on the treatment of oral tuberculosis, 
which may develop in any part of the oral mucosa, 
although the tip, border, dorsum and base of 
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the tongue are the most frequent sites. The cases 
which they considered were secondary or metas- 
tic types, complication of a manifest pulmonary 
tuberculosis. In some cases, the oral lesions were 
incurred by direct implantation of tubercle bacilli 
from the diseased lung and some were brought 
about by hematogenous or lymphogenous spread. 
The oral mucosal involvement might also result 
from direct extension of lupus vulgaris of the 
face or a tuberculous process in the larynx. The 
authors account for the therapeutic action of 
cod liver oil by remarking on the sterility of 
its natural state; its bactericidal effect on strep- 
tococci and bacillus coli and staphylococci usually 
encountered in infected wounds; its tendency to 
increase the metabolic rate of leucocytes and re- 
duce the toxicity of pus; its acceleration of the 
liquefaction of dead tissues; its stimulation of 
granulation and hastening of epithelization. 

In contrast to the beneficial results obtained 
in the treatment of tuberculous lesions, Thacker2* 
calls attention to the effect of cod liver oil oint- 
ment in the treatment of psoriasis. In 12 cases, 
where plain lanolin was used as a control on the 
same patient on similar lesions, those areas on 
which cod liver oil ointments in varying strengths 
were applied, exhibited no difference in healing 
power from control areas. 

On the other hand, Aldrich?® reported his new 
therapy for pruritus ani, which he claims has 
been sufficiently satisfactory in a large enough 
percentage of patients to warrant its being re- 
ported in medical literature. For eight years, 
the author has been employing cod liver oil oint- 
ment alone in the treatment of pruritus ani and 
in conjunction with the injection of 95% alcohol, 
following the technique of Stone. In most cases, 
the ointment was used for a week and then the 
alcohol was resorted to, if necessary. While the 
results obtained with the ointment were most 
gratifying, it was difficult for the patients them- 
selves to apply it. They were rarely able to get 
the substance as high as the muco-cutaneous 
border, and almost invariably spread it on the 
surrounding area of their buttocks, soiling their 
clothes. Finally, a 70% cod liver oil ointment was 
prepared in gelatin capsules, each containing ap- 
proximately 2.5 grams of a rather semi-solid cod 
liver oil ointment. The capsule tapers at one end, 
allowing for easy anal insertion, after an incision 
has been made on the side of the tip to permit 
expulsion of the ointment. With light pressure 
on the body of the capsule, the cod liver oil oint- 
ment may be squeezed into the anus, and then 
applied directly to the perianal region. Applica- 
tion should be made after cleansing with clean 
top water and the dosage varies from two to 
three capsules a day. Of 29 cases treated in this 
manner, only three failed to respond, while a 
high percentage required only from two to three 
weeks in which to exhibit a vast improvement. 
Compared to reports of other local treatments, 
the cod liver oil ointment seems to prove its 
superiority. Not only are there no allergic or 
toxic manifestations following application, but 
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the patients appreciate the ease of treatment and 
their full cooperation hastens the cure. 


Experimental 

HIS preliminary report was undertaken to 

evaluate the action of chlorinated cod liver oil 
cintment in the treatment of various dermatoses. 
The precise mechanism of the local action of cod 
liver oil remains unknown, although the vitamin 
content of 1,800 vitamin A units and 175 vitamin 
D units per gram, has usually been held respon- 
sible. 

The ointment used in the therapy of these 
cases contains cod liver oil in a base containing 
zinc oxide, tale, petrolatum and lanolin.* In 
addition, this ointment is halogenated, a small 
amount of chlorine being slowly added to the 
base during manufacture. The chlorine is prac- 
tically inert, due to the fact that it is chemically 
within the molecule, and as such exists in a bound 
rather than a free state. 

The bulk of the patients were treated at the 
dermatologic clinic and on the dermatologic wards 
of Bellevue Hospital. A much smaller group was 
composed of private patients whose cases are 
discussed separately. The attached charts deal 
with these cases individually. 


Analysis of the Cases from Bellevue Hospital 

CZEMATOID DERMATITIS. Under this classifica- 

tion, is included a group of elderly patients 
who have had chronic, recurrent, itchy eczema- 
toid plaques, mainly on the extremities, and, in 
whom contact or stasis etiology is not apparent. 
Of the 31 patients treated with modified cod liver 
oil ointment, 11 failed to return for a follow-up. 
We may presume that a large percentage of these 
must not have reported back because of the suc- 
cessful termination of the dermatitis. The con- 
dition of five others remained unchanged; three 
were obliged to stop the treatment because of in- 
creased discomfort and 12 were entirely healed. 
Ii seems pertinent to add that those patients 
who did not respond to modified cod liver oil oint- 
ment, failed likewise to improve with other con- 
ventional forms of treatment. The single case of 
infectious eczematoid dermatitis completely 
cleared in two weeks. 

STASIS DERMATITIS. It is in this group of 35 
patients, most of whom were over 50 and suffer- 
ing from ulcers or erosion of the lower extrem- 
ities, that we noted the greatest percentage of 
benefit. Six incomplete histories probably indi- 
cate at least four who failed to return because 
of good results; only three remained unchanged 
and the same number discontinued the ointment 
because of an increase in pain and exudation. 
Twenty-two were either appreciably improved or 
completely cured. Relief of pain was prompt in 
most of the successful cases, and the drying pro- 
perty of modified cod liver oil ointment acted 
favorably on the exudation. 





* Desitin ointment supplied by the Desitin Chemical Com- 
pany and purchased on the open market. 
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It is interesting to note that five additional 
cases of stasis dermatitis were treated with modi- 
fied cod liver oil ointment while the ointment 
base was used as a control in the method of paired 
comparisons. The modified cod liver oil ointment 
was used on the right leg, the ointment base on 
the left. In two cases, the legs with the ointment 
base responded more favorably, while in one case, 
the leg treated with the ointment itself healed 
more rapidly. In the remaining two cases, there 
was no perceptible difference. 

DERMATITIS VENENATA. In seven cases studied, 
only two gained relief and those were suffering 
from a very mild dermatitis of the hand and of 
the leg. Of the remaining five, three were forced 
to discontinue treatment because of local irrita- 
tion, and two failed to report back to the clinic. 

In addition, three cases of dermatitis venenata 
with bilaterally symmetrical eruptions, were 
treated by the method of paired comparisons with 
a modified cod liver oil ointment, using the oint- 
ment base as a control. Three elderly white 
women, with their lower extremities involved, 
proved that cod liver oil ointment in one case 
alone healed more rapidly. In the remaining two 
cases, no difference whatsoever could be distin- 
guished between the areas treated with the oint- 
ment itself and those treated with the ointment 
base. 

ATOPIC DERMATITIS. Of five patients afflicted 
with oozing, eroded, fissured surfaces of the 
neck and flexures, three found rapid relief, one 
failed to report back to the clinic and was pre- 
sumably cured, and the fifth, being an alcoholic, 
neglected to care for himself and eventually re- 
quired hospitalization. 

DYSHIDROSIS OF THE FEET. Five cases were 
treated with the modified cod liver oil ointment. 
Three failed to report back, one was completely 
healed in a week, and the fifth, a severe case, 
after only two days of the treatment, had to be 
rehospitalized. 

TRAUMATIC ULCERS. Three patients, suffering 
in turn from ulcerations of the ball of the foot, 
the right shin and the right foot, failed to report 
back to the clinic. It is possible that their light 
cases responded to the one week’s treatment and 
no further attention was required, except for an 
alcoholic whose sense of responsibility to himself 
was not to be trusted. Two other patients, one 
with an ulcer of the leg, another of the penis, 
were healed within a few weeks of the inception 
of the treatment. 

PyYopERMA. Of six cases, four of which were 
stubborn and indifferent to other classic thera- 
pies, four responded successfully to modified cod 
liver oil ointment, one remained unchanged, and 
one had to discontinue treatment because of in- 
creased pain and exudation. Of the four that 
healed, one required other types of treatment for 
several particularly deep ulcerations about the 
ankles. 

ARTERIAL IMPAIRMENT CAUSING ULCERS OR 
EROSIONS. Improperly united fractures of the leg 
with attendant poor circulation, resulted in ulcers 
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and erosions, which in two out of three cases, 
dried rapidly and healed within three to four 
weeks under modified cod liver oil ointment. The 
third case failed to report back to the clinic after 
one week’s application. 

CHRONIC ECZEMA OF THE HANDS. Unfortunate- 
lv, all three cases, two mild and one recurrent 
for many years, after a week’s treatment, failed 
to return for further check up and no results 
were obtainable. This is one of the hazards of 
relying upon clinic patients when follow-ups are 
of such paramount importance for the investi- 
gation. 

DISSEMINATE NEURODERMATITIS. The two cases 
reported were both moderately relieved; one in 
a week, the other in two. 

INTERTRIGO, ADULT AND INFANTILE. Of three 
adults treated with modified cod liver oil oint- 
ment, one responded favorably, one remained with 
a condition of extensive erosions unchanged, and 
one’s history was incomplete. 

Eight cases of diaper rash suffered by infants 
from five to 18 months of age, were com- 
pletely cured by modified cod liver oil ointment, 
in from two to seven days in the pediatric divi- 
sion. The ointment seems to form a protective 
coating for the infants’ delicate skin, in addition 
to its prophylactic attributes. This rapid healing, 
without exception, of the most excoriated but- 
tocks, in so brief a time, would indicate that 
modified cod liver oil ointment is particularly 
suited for the treatment of infantile intertrigo. 
Further studies of such cases are in progress. 

CHRONIC RADIODERMATITIS. Two patients were 
treated with modified cod liver oil ointment, one 
having severe telangiectasia with ulceration; the 
other, extensive erosions of the left groin. The 
former received relief, with the ulcerating points 
becoming less prominent, but the latter discon- 
tinued treatment because of increased exudation. 

PEMPHIGUS VULGARIS. Modified cod liver oil 
ointment had to be abandoned after a few days 
in the two cases under consideration. Dressings 
had to be forcibly and painfully removed, because 
the ointment could not be made to adhere to the 
moist lesions. Linen or muslin, capable of being 
buttered by the ointment, soon became too stiff 
and boardlike to be tolerated. 

BurRNs. No report was given by the patient 
after being treated for one week for a burn of the 
outer surface of the left elbow. The literature 
dealing with the success of the cod liver oil oint- 
ment in the treatment of burns, would indicate 
that sufficient relief was obtained to discontinue 
treatment. 

The medical staff of the New York City Fire 
Department has recently employed this modified 
cod liver oil ointment for burn therapy in a small 
series of cases, and reports favorable results. 

CELLULITIS. The single patient treated for 


edema of the feet and maceration between the 
toes, abandoned treatment in two days, complain- 
ing of caked ointment which made walking ex- 
tremely painful. The single sufferer from decub- 
ital ulcer discontinued modified cod liver oil oint- 
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ment upon increase of pain and exudation. The 
patient with pruritus vulvae, indifferent to other 
therapies, responded immediately to modified cod 
liver oil ointment and was cured in a week. 

SULZBERGER-GARBE DISEASE. The modified cod 
liver oil ointment reduced the amount of exuda- 
tion and stimulated with unusual rapidity, new 
epithelium in the one case under consideration. 
For five years, the patient had suffered from 
general itching of the entire body with no results 
from artificial fever therapy or the use of anti- 
histaminics. 

CHRONIC LICHENIFIED ECZEMA. The patient 
suffering from irregular excoriated patches of 
this eczema on both legs, was subjected to the 
method of paired comparisons, by having the 
modified cod liver oil ointment applied to the 
right leg and ointment base to the left. There 
was marked improvement on both legs, with the 
right (cod liver oil ointment) response slightly 
better. 


Private Cases 
ANALysIs of Private Cases Treated with Chlor- 
inated Cod Liver Oil Ointment: 

BuRNSs. Modified cod liver oil ointment com- 
pletely cured, in one and a half weeks, the second 
degree burns of the dorsum of the right hand 
and the left third finger of the patient. 

CHEMICAL DERMATITIS. After using Lassar’s 
paste without result for five weeks, the patient 
was changed to modified cod liver oil ointment 
and the dermatitis was completely healed in one 
week. 

DysHIpROsIS. After one week, there was 
marked improvement in the pustular eruption and 
scaliness of the palms of this patient. 

HYPOSTATIC ECZEMA. After two weeks of modi- 
fied cod liver oil ointment, the skin of the 55 
year old man became softer and less pruritic. 
After the fourth week, lichenification was still 
present but only in a considerably diminished 
state. 

KERATOSIS. After electrosurgical removal, the 
wound was completely healed in one week. 

MOLLOSCUM CONTAGIOSUM. Four exudative 
pustular lesions were treated by the method of 
paired comparisons. The two treated with modi- 
fied cod liver oil ointment healed completely in 
one week. The two treated with petrolatum took 
just twice as long to heal. 

SEBACEOUS CysT. After removal of cyst, the 
wound healed in two weeks. 

ULCER OF BACK. Numerous therapeutic meas- 
ures failed to give relief to a chronic ulcer of one 
year’s duration. One week of modified cod liver 
oil ointment caused the lesion to fill in. A few 
nodules remained in the margin but there was 
no further ulceration. 

VERRUCA FILIFORMIS. After removal of several 
verrucae from the neck, two cases healed com- 
pletely in the space of one week. 

VERRUCA VULGARIS. Six lesions of the right 
hand removed by means of electrosurgery, healed 
completely in two weeks. 
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Conclusions 

JN FORMING any conclusive opinion of the value 
of modified cod liver oil for external use, 

specifically in ointment form, we must respect 

the literature which has appeared on the subject, 

as well as our own cumulative experience from 

experimental studies. 

It would appear in surveying the former, and 
nothing within our observation contradicts it, 
that cod liver oil ointment is notably successful 
in therapy involving wounds and burns. Med- 
ically it demonstrates its superiority by acceler- 
ating the liquefaction of necrotic tissues because 
of its sterile, bactericidal nature; by its unusual 
hastening of epithelization resulting in the rapid 
regeneration of tissue defects; by lessening pain; 
by its lack of irritating properties which makes 
it suitable for application to the most delicate 
tissues, such as those of the exposed brain, in- 
testines, or the cornea; and by cicatrization with 
a minimum of contracture. 

Practically, the ointment establishes its worth 
because of its ease of application, saving time 
consumed by complicated dressings, and curtail- 
ment or lessening of the normal healing period, 
reducing hospitalization and nursing care. In 
addition, it offers ready availability, is inexpen- 
sive, and may be transported easily in emer- 
gencies. 

Where dermatoses are concerned modified 
ointment has proved valuable in the treatment of 
certain types of active cutaneous tuberculosis 
and of pruritus ani and vulvae. Our observations 
indicate that stasis dermatitis, eczematoid der- 
matitis, adult intertrigo and arterial impairment 
causing ulcers or erosions respond favorably to 
this therapy. 

The use of modified cod liver oil ointment for 
infantile intertrigo (diaper rash) must be high- 
ly recommended for the rapidity of its healing 
action. The ointment appears to form a slightly 
impervious film, protecting the delicate skin, in 
addition to its prophylactic attributes, and may 
therefore be employed as a preventive measure 
in lessening the irritating effects of wet diapers 
on the infant’s skin. 

Studies undertaken by the method of paired 
comparisons, using cod liver oil ointment with 
the ointment base as a control, indicate that in 
some dermatoses, other bland ointments might 
be of equal value. Definite contra-indications for 
its use have been noted in cases of pemphigus 
vulgaris and the various bullous dermatoses. 

Further experimentation with modified cod 
liver oil ointment therapy is in progress and will 
be reported in the future. 

(2 East 69th Street.) 
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OTE: This article is available in reprint form, 

copies of which will be furnished on request. 
The reprint contains—in details corresponding to 
those listed on the following page—the histories of 
135 cases as follows: 
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CASES TREATED WITH Cop LIVER OIL OINTMENT 


AT THE CLINIC OF BELLEVUE HOSPITAL 
ECZEMATOID DERMATITIS 





Age 


History 


Description 


Treatment Results 





52 


67 


68 


Complaint of an eruption of 
the legs off and on for the 
past 6 years. Severe itching. 
The present attack is of 1 
year’s standing. 


Complaint of itching of the 
right ankle of 4 mos. duration. 


Complaint of “sore” right foot 
of 10 weeks’ duration. 


“Eczema” since childhood; now 
has a palm-sized patch on the 
left ankle. Flare-up last week 
after following trial of tar 
ointment. 


Poorly defined moist exudative 
patch occupying all the sur- 
faces of the right leg. 


Irregular exudative patch about 
double half-dollar size just be- 
hind the right medial malleolus. 


Poorly defined, moist, oozing 
eruption of the dorsum of the 
right foot, extending to the 
bases of the toes. 


Extensive exudative patch oc- 
cupying ankle and dorsum of 
the foot. 


Oozing promptly stopped; 
eruption completely cleared 
except for pigmentation. Con- 
dition remained good during 
1 week follow-up. Completely 
healed 2 weeks later. 
Lesion almost completely 
healed. Condition continues 
good after 5 weeks of follow- 
up, during which chlorinated 
cod liver oil ointment was 
continued. 

Oozing stopped after 1 week 
of chlorinated cod liver oil 
ointment dressings, and le- 
sions healed completely after 
2 weeks. However, relapse 
has been observed, necessitat- 
ing continued dressings. 
Exudation has completely 
stopped and itching is re- 
lieved. 








INFECTIOUS ECZEMATOID DERMATITIS 





63 


M_ Ten days before, developed an 


abscess of the posterior sur- 
face of the left thigh. As the 
lesion discharged, a patch of 
dermatitis developed around 
the orifice and extended down 


the back of the leg. 


Palm-sized patch of erosion 
and crusting about the site 
of the abscess. 


Practically cleared up. 








58 


80 


STASIS DERMATITIS 


M_ Recurrent swelling, pain and Extensive exuding erosions. 





redness of the right leg for 
past 2 years. 


Persistent eruption of both 
legs of 1 year’s duration. Pre- 
viously treated with indifferent 
results with wet dressings, 
elevation, etc. 

“Sore” leg of one month dura- 
tion. Previously treated with 
wet dressings with some im- 
provement. 








Extensive weeping dermatitis 
of both legs, with some super- 
ficial ulcerations. 


Quarter-sized ulcer, surrounded 
by pigmentation, on the an- 
terolateral surface of the mid- 
dle third of the right leg. 
1 week's treatment with saline 
wet dressings with indifferent 
results. 


INTERTRIGO 


Chlorinated cod liver oil oint- 
ment formed a firm cake over 
the raw, exuding surface, ex- 
erting a drying tendency. It 
absorbed the moisture which 
exuded and inhibited further 
exudation. Satisfactory heal- 
ing took place. 

Oozing stopped; dermatitis 
healed. 


Rapid and complete healing. 





Complaint of an itchy erup- 
tion of the groins of 1 year’s 
duration. 


Sharply defined,- _lichenified 
dermatitis intercrural and per- 
ineal areas. No fungus found. 


Considerable improvement. No 
further follow-up. 











ATOPIC DERMATITIS 








Eczema of arms and legs from 
age of 2 weeks. 


F Typical eruption since age of 


3. Present eruption of the 
cubital and popliteal spaces of 
2 weeks’ duration. 


Extensive oozing, eroded sur- 
faces on cubital spaces, wrists 
and popliteal spaces. 

Diffuse papulovesicular erup- 
tion of flexures. 


Eruption almost disappeared, 
only a faint, scaly erythema 
remaining. 

Much improved in appear- 
ance, but still complains of 
itching. 








TRAUMATIC ULCERS 





M_ Left shin scalded by boiling 


water at age of 5. Since then, 
ulcers from slight trauma. 


M Complaint of sores of penis 


off and on for past 2 years; 
present sore is of 8 weeks’ 
duration. 


Several coin-sized ulcers; re- 
sulted from fall. 


Uleer 0.5x1.5 cm. on dorsal 
part of distal end of shaft of 
penis. 


Considerable improvement. 


Completely cured. 














Nitroglycerin Reactions Among Pharmaceutical Workers 


R. RALPH BRESLER, M.D., 
Chief Plant Physician, Sharp & Dohme, Inc., 
Philadelphia 


ITROGLYCERIN has been used in the treat- 

ment of angina pectoris for many years. 
It has long been recognized as a potent drug, 
bringing about a powerful physiological response. 
In spite of this, however, very few physicians 
have ever given a thought to the problems in- 
volved in the handling of this drug by those en- 
gaged in its manufacture and in the preparation 
of its several dosage forms. In the latter case, 
the reaction from exposure to nitroglycerin rep- 
resents an unpleasant and undesirable complica- 
tion, causing the worker considerable discomfort 
and illness, and resulting in a production problem 
of some magnitude. 

The pharmaceutical industry has been faced 
with this problem for many years. Many control 
procedures have been instituted, none of which 
has proved entirely satisfactory. This study was 
undertaken in order to evaluate the effectiveness 
of existing preventive measures and to re-survey 
the entire problem from the point of view of 
adopting additional controls. 

A review of the literature reveals a paucity of 
published work on the incidence of reactions re- 
sulting from the handling of nitroglycerin. The 
few studies which have been performed in the 
past refer solely to nitroglycerin exposure in the 
explosives industry. Not a single published work 
was found with reference to the problems en- 
tailed in the preparation of nitroglycerin pro- 
ducts for medicinal use. In view of this, the phar- 
maceutical hazard of nitroglycerin handling is 
given special emphasis in this paper, though much 
information was derived from a consideration of 
nitroglycerin reactions among munitions workers. 


Origin, Properties and Uses 
ITROGLYCERIN was discovered in 1847 by So- 
brero, of Turin, Italy, who originally called 
it “pyroglycerin.” Its chemical composition was 
determined in 1854 by Williamson.!! Nitrogly- 
cerin attracted little attention until 1867, when 
Alfred Nobel, a Swedish engineer, suggested its 
use as an explosive by mixing it with inert sub- 
stances, such as infusorial earth, to make the 
product known commercially as dynamite.!* 

Nitroglycerin (glyceryl trinitrate, glonoin) is 
a colorless, odorless, oily liquid, with a burning, 
sweetish taste. Almost insoluble in water, it dis- 
solves readily in ether, chloroform, and absolute 
alcohol. On concussion or rapid heating, it ex- 
pands violently, usually with explosive force. 

In medicine, nitroglycerin is used in the form 
of a 1% alcoholic solution (spiritus glycerylis 
trinitratis), and in tablets of 0.6 mg. (1/100 gr.), 
to be dissolved under the tongue. Its chief thera- 
peutic indication is the treatment of angina 
pectoris. It is also reported useful in the treat- 
ment of arterial hypertension, epilepsy, certain 


types of asthma, spasmodic migraine, hypereme- 
sis gravidarum,' and cardiac insufficiency. It has 
long been used to produce temporary cardiac 
effects for the purpose of malingering in order 
to escape military service. As an explosive, nitro- 
glycerin is an important component of dynamite, 
cordite and blasting gelatin. Most of our avail- 
able knowledge concerning nitroglycerin poison- 
ing has its source in the occurrence of these 
cases in the manufacture of explosives. 


Physiological Action 

HE MOST important action of nitroglycerin is 

its direct vasodilating effect on the blood ves- 
sels, resulting in a prompt fall in blood pressure. 
The vasodilatation appears first as a flushing of 
the face, which may then extend over the entire 
trunk. At the same time, the meningeal vessels un- 
dergo dilation, with resulting redness of the face, 
heat and throbbing in the head, and headache. 

The vasodilating effect does not remain con- 
fined to the skin but affects other vessels as well. 
Relaxation of the vessels in the splanchnic area, 
in particular, causes a rapid fall in blood pressure 
and frequently a dicrotic pulse. The drug has 
a direct action on the tunica media, the muscular 
coat of the arterioles and venules, the drop in 
blood pressure being due to vasodilatation and 
not to inhibition of the vasomotor center.® 

With the fall in blood pressure, the cardiac rate 
is increased, a reflex effect from the carotid sinus. 
It is as a result of this action that nitroglycerin 
has been used so successfully as a means of 
malingering. 

The ordinary therapeutic dose of nitroglycerin, 
administered orally, takes effect in approximately 
one minute. A maximum fall in blood pressure is 
noted in about five minutes. It is retained at that 
level for two minutes, after which the effect be- 
gins to dissipate. The blood pressure returns to 
its previous level in about half an hour. In rapid- 
ity and duration of reaction, nitroglycerin falls 
between amyl] nitrite and sodium nitrite. 

Nitroglycerin, like the other nitrites, leaves 
the blood stream rapidly, even before full re- 
covery of the blood pressure. About 65% dis- 
appears in the body, partly by oxidation. The fate 
of the remainder is unknown. A small amount is 
normally present in the blood, saliva and sweat, 
but not in the cerebrospinal fluid or urine.* 

Its rapid disposal and elimination by the body 
is the reason for the frequency of dosage re- 
quired to maintain a sustained effect. It is for 
this reason, also, that toxic effects from nitro- 
glycerin are acute in nature. Although at times 
violently severe, these effects usually disappear 
within 12 hours, unless exposure is continued. 

Most cases of poisoning from nitroglycerin are 
accidental and occur in the explosives and phar- 
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maceutical industries. Most of the fatal cases 
have been caused by overdosage of the drug when 
used as a cardiac sedative.” 

Laws® points out that long periods of intimate 
contact with nitroglycerin do not seem to have 
any permanent damaging effects on the body 
other than a certain amount of tachycardia and 
dyspnea on undue exertion. 
that nitroglycerin seems to exert a certain aphro- 
disiac effect, since most “glycerin men” have 
large families. 


Toxic Effects 
oxic effects from nitroglycerin may result from 
ingestion of an overdose of the drug, from 
inhalation of the dust, and from excessive or 
prolonged skin contact with substances contain- 


ing nitroglycerin. Of these, only the first method . 


had proved fatal. 

The immediate ill effects from contact with 
nitroglycerin are due basically to the drop in 
blood pressure. Symptoms may appear within sev- 
eral minutes to several hours after the exposure. 

There is usually first noted a sensation of 
warmth and fullness in the head, closely followed 
by the characteristic headache (known variously 
as “powder headache,” “nitroglycerin headache,” 
or “dynamite headache”). The headache, intense 
and throbbing in nature, generally begins in the 
frontal region and moves back toward the occi- 
put.” It may extend down the back of the neck. 
It is immediately aggravated by walking or stoop- 
ing. In many cases, the recumbent position may 
be intolerable,* and the patient must remain 
erect, interfering seriously with attempts to sleep. 

In relatively mild cases, headache may be the 
only symptom. In severe cases, however, there 
are noted, in addition to the intense headache, 
severe cramps with nausea and vomiting. The 
skin is flushed and perspiring. There may be 
accompanying psychic disturbances, such as dizzi- 
ness, mental confusion, hallucinations, pugna- 
ciousness and maniacal manifestations. 

The respiration is at first hyperpneic, then 
dyspneic and slowed. The skin then becomes cold 
and cyanotic. The pulse also becomes slower, then 
dicrotic and intermittent. Paralysis occurs, fol- 
lowed by clonic convulsions. Death occurs after 
four to seven hours, due to respiratory failure. 

The lethal dose varies greatly. McNally® states 
that a few drops have proved fatal. On the other 
hand, D. D. Stewart? in 1905, reported a patient 
in whom 20 gr. of pure nitroglycerin produced 
only slight symptoms. No case is known to the 
author of death resulting from nitroglycerin poi- 
soning by routes other than ingestion. 

The characteristic result of excessive absorp- 
tion through the intact skin is the typical throb- 
bing, grinding headache, frequently accompanied 
by nausea‘and vomiting. 

Skin eruptions of variable severity may result 
from prolonged contact, particularly ulcerations 
of the finger tips and below the nail. 

The potent effect of nitroglycerin on the human 
body is well attested to by the warning in the 
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National Formulary: “Caution: It should not be 
tasted, since even a small quantity is likely to 
produce a violent headache. The same effect is 
produced when it is applied to the skin.’ 


Susceptibility and Habituation 
S WITH other potent substances, reactions from 
exposure to nitroglycerin vary considerably 
with the individual. Relatively few people are 
found with more than a slight natural immunity 
to its effects. On the other hand, extreme suscep- 
tibility to reactions is frequently seen. Thus, 
Laws® reports that an individual may develop a 
severe headache merely from shaking hands with 
a nitroglycerin worker, or even by handling 
articles previously used by the worker. He men- 
tions that a nitroglycerin worker may cause ill- 
ness in his entire family simply. by returning 
home in his contaminated clothing. 

The fact that varying degrees of susceptibility 
to nitroglycerin do exist has a certain practical 
application in industry. In order to minimize dis- 
comfort and illness from this cause, with its ad- 
verse effect on morale and absenteeism, a basis for 
selection must be sought so as to place in such 
jobs only those who are Jeast likely to suffer un- 
toward reactions. This will be discussed later. 

Of extreme importance, from a practical stand- 
point, is the effect of alcohol on persons who have 
absorbed nitroglycerin. Alcohol diminishes the 
level of personal immunity and aggravates the 
toxic symptoms of nitroglycerin by further re- 
laxing the blood vessels.? This is emphasized by 
Rabinowitch, who points out that a worker who 
has been exposed to nitroglycerin all day with no 
ill effects may, by the ingestion of a single cock- 
tail or glass of beer, precipitate in a few minutes 
a severe headache, with palpitation and flushing 
of the skin.? 

From a medicolegal standpoint, it is important 
to bear in mind not only the ease of intoxication 
under such conditions, but even more serious, the 
severe form in which such intoxication may man- 
ifest itself. Laws® pointed out that alcohol and 
nitroglycerin “are guaranteed to produce a more 
violent and serious form of intoxication than 
any other combination known to man.” 

This combination may produce in any ordin- 
arily quiet, well-behaved individual, a quarrel- 
some, destructive and even homicidal mania. 
Ebright’? reported the case of a construction fore- 
man who had handled dynamite all day, and ar- 
rived home in the evening with a typical nitro- 
glycerin headache. Some ill-advised friend recom- 
mended whiskey for the headache. Within two or 
three hours after freely indulging, the worker 
developed an acute mania. Before he could be 
restrained, he had killed one bystander and in- 
jured another. According to Hamilton® it is doubt- 
ful that delirium has ever been caused by nitro- 
glycerin except when alcohol was taken with the 
idea of relieving the headache. 

Actual direct homicide through the use of 
nitroglycerin has been reported.?° In most cases, 
the drug was added to alcoholic drinks. 
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{ndividuals coming in contact with nitrogly- 
cerin for the first time are, in general, quite 
susceptible to its effects. New workers, as a rule, 
complain of headaches for the first few days on 
the job. With constant exposure, however, a 
certain immunity is acquired by the individual, 
so that after several days, the symptoms dis- 
appear and the worker is comfortable. This im- 
munity, however, is generally quite transient, 
for when the worker is away from the job 
for a time, as over a week-end or a _ holiday, 
it may disappear. In such cases, upon his return 
the worker again has headaches for several days 
until he reacquires immunity. For this reason, 
it has been an old custom among some workers 
to place a small quantity of nitroglycerin in their 
hat bands to maintain contact and prevent loss 
of their painfully-acquired immunity. This pro- 
cedure is preferred to actually carrying nitro- 
glycerin in the ordinary clothing, since this would 
bring it into the living quarters of the house, 
and presumably provide a source of discomfort 
for the others in the household. About 2-3% of 
workers never acquire such immunity to nitro- 
glycerin, and must be assigned other duties.” 

Warm weather greatly enhances the incidence 
and severity of the symptoms resulting from con- 
tact with nitroglycerin.®7 


Method of Pharmaceutical Manufacture 
ITROGLYCERIN is received in the form of a pow- 
der containing 10% nitroglycerin and 90% 
B-lactose, in sealed five-pound glass jars, and is 
stored in the Chemical Stock Department. Just 
before it is required for manufacture, samples 
of each lot are withdrawn and checked in the 
Analytical Control Department for identity, pur- 
ity and potency. When the material is released, 
the appropriate formula is calculated and for- 
warded to Chemical Stock. Here the powder is 
weighed out in accordance with the requirements 
of the formula and placed in a glass jar with a 
closely-fitting screw cap. It is then sent to the 
Hypodermic Manufacturing Department. 

On receipt, the mixer checks the weight of the 
powder, and then sieves it through a screen, 
together with other ingredients, into a large mix- 
ing pan. The pan is placed in a Hobart mixing 
machine, where the powder is mixed mechanically 
for 45 minutes. It is then transferred to a bulk 
container which is sealed and stored until needed. 

When tablets are required, the mixed powder 
is removed from the bulk container and is 
weighed out in three-pound batches. Each batch 
is carefully moistened with the proper amount of 
menstruum, thoroughly mixed by hand, and again 
passed through a screen. It is then fed by hand 
into the hopper of the Colton triturating ma- 
chine. The tablets are compressed mechanically, 
and emerge identical as to size and potency. They 
are delivered from the machine directly to 
a moving belt. While moving on the belt, the 
tablets are dried under a series of nine infra-red 
lamps suspended just above the belt. The tablets 
are fed from the belt to a tray, which, when filled, 
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is placed on a rack and allowed to stand over- 
night at room temperature. The following morn- 
ing the trays are transferred to the Tablet Fin- 
ishing Department where the tablets are in- 
spected and sorted manually. Any tablets defec- 
tive as to size or shape are removed. The perfect 
tablets are sifted on a screen to remove any 
excess powder and are placed on new clean trays. 
They are then hand-paddled into appropriate vials 
and bottles and are sealed. 

Upon completion of this process, the depart- 
ment porter removes all excess and waste powder 
from trays, pans and machines, weighs it, places 
it in a bottle and removes it for disposal. The col- 
lecting and weighing of waste powder serves as 
an additional check against possible errors. 


Nature of the Problem 

N THE pharmaceutical industry, mass produc- 

tion facilities are such that a large amount of 
any one particular medicament may be manu- 
factured in a short time. With an adequate stock 
built up, the equipment is then set up to handle 
another product. In practice, therefore, the 
workers in a manufacturing department will be 
exposed to a number of different substances, ex- 
periencing the effects of each for a varying period. 

The length of each product run and its fre- 
quency of manufacture will, of course, depend on 
many factors. The season of the year, avail- 
ability of raw material, consumer demand, and 
new discoveries in medical research all affect 
pharmaceutical production. 

Nitroglycerin is a drug with a stable market 
and a relatively stable demand. It is, however, 
the type of drug of which a little, industrially 
speaking, goes a long way. Relatively short runs, 
therefore, suffice to build an adequate stock. 
Because of this fact, the short runs of nitrogly- 
cerin have not permitted the building up, among 
the workers, of a tolerance such as is seen among 
munitions-handlers who remain in daily intimate 
contact with this agent. 

Drug workers, then, consistently receive the 
initial impact of nitroglycerin, with its severe 
pounding headache and other distressing symp- 
toms. Just when they may begin to feel some 
relief, the schedule calls for the preparation of 
a different product, so that the beginning toler- 
ance is once again quickly lost. 

While the Hypodermic Tablet Department has 
relatively few employees, the labor turnover in 
this department has been comparatively high. 
Considering the nature of the substances handled, 
this is not surprising. Certainly nitroglycerin 
contributes more than a small share of the dis- 
comfort experienced by these workers, and is an 
important factor in the higher turnover rate. 

Because of such unpleasant experiences, po- 
sitions in this department have been labelled, 
among the workers, as “hot jobs.” New em- 
ployees beginning work in this department are 
regaled by other workers with well-embroidered 
stories of the severe effects of nitroglycerin. 
Small wonder, then, that they begin work on 
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nitroglycerin with fear and foreboding. This 
very poor mental preparation almost automatical- 
ly magnifies the symptoms that might otherwise 
have been dismissed with a shrug by a less- 
credulous worker. Since it is impossible to in- 
sulate any employee from conversation with other 
workers, the solution of this problem lies in an 


energetic and earnest effort on the part of man-. 


agement to take every possible measure to elim- 
inate or minimize the ill-effects of the drug, and 
to establish a more careful method of medical 
selection of personnel for these jobs. 

The effect of suggestibility on headaches 
among nitroglycerin workers must not be under- 
estimated. While there appears to be a rather 
clear-cut physiological mechanism for these, we 
have on record cases showing a definite depression 
of the blood pressure with no symptoms, and, on 
the other hand, a number of cases complaining 
bitterly of headaches, with no change in blood 
pressure. Psychic influences, then, must play some 
part in the incidence of this type of headache. 


Method of Control 

A PROBLEM of this type and magnitude cannot, 
unfortunately, be solved by any one simple 

procedure. It requires a general over-all ap- 

proach, with complete understanding of the prob- 

lem and a concerted and coordinated program. 


I. PRODUCTION CONTROL: 

(a) Plan longer and fewer runs of nitroglycer- 
in. Runs should be at least five days long (Mon- 
day through Friday) in order to take advantage of 
the tolerance which appears about the third day. 

(b) By planning longer runs, a given amount 
of material may be prepared by fewer employees, 
thus decreasing the number of workers exposed. 

(c) Avoid running nitroglycerin in very hot or 
humid weather, when reactions are more frequent 
and more severe. 


II. ENGINEERING CONTROL: 

(a) Dust and vapors should be removed at 
their source by suitable ventilation measures. 
This should include a hood for the powder mixer. 
The tablet machine and the drying units should 
be enclosed and exhausted. The exhaust stream 
should be of sufficient velocity to draw off the 
excess dust and vapors, but must be kept below 
the velocity at which significant quantities of raw 
material may also be lost. Care must be taken 
that the exhaust system is terminated safely out- 
side the building where it does not become a pub- 
lic nuisance, and where it will not be drawn in 
again at some other part of the building. 

(b) Powder mixing should be performed un- 
der an exhaust hood. The powder mixer should 
de provided with an adequate supply of clean 
washable work clothes, preferably of the coverall 
type, and a light washable cap to minimize con- 
tact of dust with his scalp. Of great importance 
is the use of the correct type of properly-fitted 
dust mask, and protective gloves. 

(c) Where indicated, suitable gloves, masks, 
and other personal protective equipment must 
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be provided for other personnel in the department. 


III. DEPARTMENTAL CONTROL: 

(a) Minimize contact with nitroglycerin dust 
and vapors, with gloves, masks, caps, aprons, etc. 

(b) Work uniforms should be changed daily, 
with thorough laundering after each use. 

(c) Hands and face should be washed thor- 
oughly before the noon-day meal. 

(d) A shower should be taken at the end of the 
work day, followed by change into street clothing. 

(e) No smoking, eating or chewing should be 
permitted while working. 

(f) Any worker with a head cold, requiring the 
use of a handkerchief, should be temporarily re- 
moved from the job. If this is impracticable, the 
use of handkerchiefs should be forbidden and the 
worker should be supplied with disposable facial 
tissues, in a protected container. It is obvious that 
a handkerchief, constantly used, inevitably be- 
comes contaminated with dust, and its repeated 
use directly contributes to the inhalation hazard. 

(g) Good housekeeping and a clean, clear 
workroom are essential. Rooms with littered 
floors or unnecessary equipment provide addi- 
tional surfaces for the deposition of nitroglycerin 
dust and are very difficult to keep clean. 

(h) Good personal hygiene is extremely im- 
portant. Individuals with good personal habits 
are accustomed to keeping clean and will take 
more pains in washing, changing clothing, etc. 

(i) Adequate instruction by the department 
manager is of basic importance. Workers should 
be taught the proper method of handling equip- 
ment and materials, proper use of personal 
protective equipment, methods of minimizing con- 
tact with drugs, rules of personal hygiene. 

(j) Of great importance is supervisory fol- 
low-up, involving frequent inspections by the 
department manager to see that there is within 
the department strict adherence to the rules and 
procedures outlined. 

(k) Intelligent, informed and understanding 
supervision is essential in the maintenance 
of a good state of worker morale, and the pre- 
vention of fear, anxiety, and hysterical reactions. 

(1) Inspections should be performed by the 
plant physician and the safety engineer to lend 
any indicated technical assistance to the depart- 
ment manager. 


IV. MEDICAL CONTROL: 

(a) Pre-placement physical examination: In- 
dividuals who are to work with nitroglycerin 
should be given careful medical scrutiny before 
assignment. They should show no gross cardio- 
vascular abnormality. Individuals with hypoten- 
sion should not be thus assigned. 

For future investigation is the feasibility of 
employing individuals with a moderate hyper- 
tension for this work. With the single exception 
of powder-mixing, the jobs in this department 
require very little actual physical exertion. Such 
an individual may be better equipped physiolog- 
ically to withstand the drop in blood pressure 
than so-called normal workers. 
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For this work, individuals should be selected of 
a placid, even temperament, of a relatively in- 
sensitive nature, and with a low degree of mental 
suggestibility. Individuals showing hyperthyroid 
characteristics, of a nervous, temperamental or 
hypersensitive nature, are poor material for such 
jobs. Consideration should also be given to skin 
color and complexion, since it is well known that 
fair persons are more susceptible to contact 
dermatoses than those of a darker complexion. 

(b) Ingestion of alcohol in any form is strict- 
ly interdicted within 12 hours of working with 
nitroglycerin. Chronic alcoholics must be auto- 
matically ruled out of jobs involving intimate 
contact with nitroglycerin. “Party drinkers” 
and casual drinkers must be given strict warning 
as to the possible consequences. 

(c) Oxygen inhalation by means of face mask 
has been tried, with somewhat encouraging 
results. It is administered for five minutes be- 
fore work on nitroglycerin, and again for five 
minutes at the end of the work day. Whether 
it exerts a definite physiological effect by sup- 
porting the blood pressure or whether the effect 
is largely one of suggestion has yet to be deter- 
mined. Regardless of the basis for it, however, 
the use of oxygen inhalations seems to have de- 
creased both the frequency and the intensity of 
nitroglycerin headaches. 

(d) The treatment of nitroglycerin reactions 
is, in general, rather unsatisfactory. In mild 
headaches among new workers, acetylsalicylic 
acid in dosage of 10 grains three times daily 
will usually relieve the discomfort until immunity 
is developed, on the second or third day. 

For the more severe headaches, a real thera- 
peutic problem is presented. Bromides have no 
effect and serve merely to irritate the stomach. 
Coal tar derivatives and depressants should not 
be used. Small doses of epinephrine may be tried 
cautiously in selected cases. Cold compresses or 
ice applications to the head may be of some help. 
Strong coffee or small doses of caffeine may be 
useful. Murrell't has found belladonna of benefit. 

It has been well substantiated that the head- 
ache of nitroglycerin results essentially from 
meningeal congestion, due to dilatation of the 
blood vessels of the pia.* Logical therapy dic- 
tates, therefore, that this effect be counteracted 
by the administration of a drug that would con- 
strict the affected vessels. Unfortunately, very 
few of the vasoconstrictor drugs exert this effect 
upon the vessels of the pia. Among these few, 
however, are certain preparations of ergot, par- 
ticularly ergotamine. 

The rise in blood pressure resulting from the 
administration of ergotamine is purely vascular 
in nature, the constrictor action being exerted 
directly on the arteries.* 

Attempts were made in several cases to prevent 
or control nitroglycerin headaches by the use of 
ergotamine tartrate tablets by mouth, in 2 mg 
doses, combined with 3 gr. of caffeine citrate. 
Results have been inconstant and inconclusive. 
Relief was obtained in certain workers, yet at 
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other times the same dose gave no relief to the 
same workers after a similar period of exposure. 

In an attempt to obtain a more direct effect 
and a more clearcut result, ergotamine tartrate 
was administered intramuscularly in dosage of 
0.25 mg, repeated in one hour. The two workers 
concerned claimed no relief from the headache at 
the end of two hours. Instead, at that time, both 
complained of considerable nausea, and one suf- 
fered several attacks of vomiting. This unfor- 
tunate result discouraged the workers from fur- 
ther experimental attempts at treatment, since 
they claimed (perhaps rightly) that the effects 
of the medication were worse than the original 
headache. 

Physiologically, ergotamine should be effective, 
particularly intravenously, in small doses admin- 
istered slowly and cautiously. We are awaiting an 
opportunity to check its efficacy by this route, 
although the high incidence of by-effects may 
prove to be a definitely limiting factor in its use. 

Ergotamine tartrate is very potent and should 
be used only where directly indicated. It should 
be used with caution in elderly individuals, and 
is contra-indicated in cases of arteriosclerosis or 
any other obliterative vascular disease. 


Summary 

HE INDUSTRIAL health hazard entailed in the 

handling of nitroglycerin in pharmaceutical 
manufacturing is here presented. 

2. Properties, uses, physiological action, toxic 
effects, susceptibility and habituation, and de- 
tails of the manufacturing process are described. 

3. The problem can be solved only by the in- 
tegrated efforts of the four agencies concerned. 

(a) Production planning: plan longer runs 
of nitroglycerin in order to take advantage of 
the acquired tolerances; work in suitable weather. 

(b) Engineering: efficient exhaust ventilation ; 
provide proper personal protective equipment. 

(c) Departmental: enforce good housekeep- 
ing; encourage good personal hygiene; provide 
intelligent and understanding supervision. 

(d) Medical: better selection of new workers; 
complete pre-placement examination; forbid use 
of alcohol; oxygen inhalation for prophylaxis and 
therapy. Other therapeutic measures. 

(1401 Magee Avenue, Philadelphia 11.) 
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Psoriasis of the Lower Leg: an Industrial Complication 


GEORGE E. MORRIS, M.D., 
Boston 


OST physicians are acquainted with the pic- 
ture of psoriasis as it usually occurs on 


the extensor surfaces of the elbows and knees, - 


on scalp, ears, and on the sacral region. Sharply 
outlined patches or plaques of grouped papules, 
covered with silvery scales are characteristic. }: ? 

When, however, psoriasis is localized on the 
lower legs it frequently causes confusion with 
the disease “‘stasis or varicose eczema,”’ and the 
true diagnosis may not be made for several 
months. Fifteen cases of psoriasis of the legs 
have been seen during the past two years and 
attention is directed to this condition. 

Starting commonly at a site of trauma, a 
sharply outlined, dry, scaling patch spreads peri- 
pherally, often to involve the entire leg. Home 
medication with ointments frequently causes 
secondary eczematization and impetiginization, 
so that when first seen by the physician, the dry 
scaling character of the original condition may 
be masked. When such has occurred, a few days 
of therapy with cold boric acid compresses will 
reveal the true nature of the condition. Since 
psoriasis in this location may cause long periods 
of incapacity and hospitalization, it should be 
recognized early and treated appropriately. 

Since trauma often precipitates this condition, 
it is frequently seen by physicians following 
otherwise minor bumps and bruises to the lower 
extremities. When such minor injuries are fol- 
lowed by intractable scaling eruptions, psoriasis 
must be kept in mind. 

The diagnosis may often be confirmed by the 
finding of typical papules or plaques of psoriasis 
in other locations, especially on the scalp or ears. 





Showing Dry, Scaly Nature 





Pitting of the nails is common and should be 
searched for in all suspicious cases.5 

Textbooks describe psoriasis as a non-pruritic 
disease. When, however, it occurs on the legs 
‘or in the genitocrural region) it is usually asso- 
ciated with distressing itching, and hemorrhagic 
crusts, and linear scratch marks are commonly 
found on the initial examination of the patient. 
A typical case report follows: 

Patient H. B. (Figs. 1 and 2) had been totally 
incapacitated at home, both with and without 
medical care for a period of nine months. She 
stated that the eruption had started as a small 
red, dry, scaling patch about the ankle following 
bumping the ankle against a piece of furniture. 
She had applied various salves, but the rash had 
spread. Her leg became swollen, itchy, and moist. 

On examination the right leg was diffusely 
erythematous with thick, silvery scales. The in- 
step was moist and eczematized. The dermatitis 
was sharply circumscribed both about the toes 
and the foot and about the knee. The hair-line 
of the scalp, the ears, and the elbows showed 
grouped red papules covered with silvery scales. 

The patient was advised to apply cold boric 
acid compresses several times daily, and subse- 
quently, crude coal tar paste was applied once 
daily and ultra-violet light was given twice 
weekly.° She showed immediate improvement and 
has remained well for the past 14 months. 

Crude coal tar paste contains :* 


OS ee eee 2.0 
SR ea eee eee 2.0 
RN Narr a ee ee 15.0 


Petrolatum, qs. 





Showing Sharp 
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Such a paste need not be removed entirely dur- 
ing the ultra-violet therapy, for coal tar is a pho- 
tosensitizing substance,’ and so enhances the effi- 
cacy of the light therapy.* While this may occa- 
sionally lead to severe burns from small amounts 
of ultra-violet light, or from sunlight, such re- 
actions are worth risking in the ordinary case. 


UMMARY: Psoriasis of the lower leg is com- 
mon, presents a characteristic picture, and is 
amenable to treatment. It should be considered 
in the differential diagnosis of all cases of “stasis 
eczema.” It frequently is seen in industrial pa- 
tients following trauma to the lower extremities. 
(520 Commonwealth Ave., Boston 15.) 
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Occupational Medicine Congress in Buenos Aires 


HE UNION AMERICANA DE MEDICINA DEL TRABAJO 
(American Union of Occupational Medicine) is 
an exclusively scientific entity, formed by the spe- 
cialized medical societies, and colleagues, of 17 
American Republics. The UNION, of which PROFESSOR 
DR. JOSE PEDRO REGGI is General Director, is sponsor- 
ing the First American Congress on Occupational 
Medicine which is being held in Buenos Aires in 
December, 1949. 
The Official Subjects of the Congress are as 
follows: 
I. Absenteeism. 
II. Salubrity and Insalubrity in Industry: (a) 
Medical Aspects; (b) Technical Aspects. 
III. Tuberculosis and Work. 
IV. Typification of Medical Services in Plants. 
V. Protection Equipment of the Worker in Dif- 
ferent Industries. 
VI. Simulation; Psychoneuroses; 
Medicolegal Importance. 
VII. Rehabilitation of the Disabled. 
VIII. Pathology of Oil Men. 
IX. Function of the Physician Specialized in 
Modern Work Legislation. 
X. Importance of Dentistry in Industrial Med- 
icine. 
XI. Professional Selection and Orientation as the 
Base of a Policy in the Increase of Production. 
XII. Professional Blood Disorders. 
XIII. Atmosphere in Heavy Industries and Under- 
ground Mines. 
XIV. Lumbosciatica and Intervertebrate Disk Dis- 
orders. 
XV. Pneumoconiosis. 
XVI. Pathology of Rural Workers. 


Sinistrosis— 


HE Sections of the Congress and the subjects to 

be studied under each are: 

Section 1. Physiology of Human Labor. 

Working in altitude; in hot, cold, damp, under- 
ground and aquatic atmospheres. 

Chronic physical fatigue. Surmenage. 

Ideal conditions of lighting and ventilating; tem- 
perature; dampness. 


Section 2. Labor Pathology. 

Professional diseases. 

Professional intoxications. 

Section 3. Labor Traumatology. 

Causes and prevention of labor accidents; treat- 
ment of injured workers. 

Re-education, re-adaptation and rehabilitation of 
injured workers. 

Section 4. Professional Selection and Orientation. 

Practical methods for professional selection. 

Criteria for professional orientation. 

Orientation and control of apprenticeship. 

Section 5. Medicolegal Aspects of Labor. 

Labor legislation; physician as expert. 

Incapacity evaluation standards. 

Simulation; sinistrosis; psychoneurosis; modern 
concepts. 

Section 6. Aviation Medicine. 

Personnel selection and guidance. 

Aviator pathology; means of increasing physical 
endurance in different flying conditions; selection 
and training of parachutists. 

Section 7. Naval and Military Medicine. 

Naval and military health orientation and or- 
ganization. 

Personnel selection for submarines and tanks. 

Selection and training of attack and invasion 
forces. 

Section 8. Medico-social Task in Favor of Workers. 

Medical services organization in industry. 

Importance of social factors. 

Industrial canteens; factors for labor welfare; 
care of workers; worker physical culture; univer- 
sities and schools for workers. 

Section 9. Dentistry and Industrial Medicine. 


HE UNION AMERICANA DE MEDICINA DEL TRABAJO 

has an official publication, Medicina del Deporte y 
del Trabajo (“Sport and Occupational Medicine”), 
which is printed in Spanish, Portuguese and Eng- 
lish. The editors will welcome articles submitted by 
physicians in this country. Such articles may be 
sent to PROFESSOR DR. JOSE PEDRO REGGI, Arenales 
981, Buenos Aires. 











An Antihistaminic Analgesic Preparation in the Therapy of Colds 
—A Preliminary Report— 


WILLIAM F. P. PHILLIPS, M.D., and WILLIAM I. FISHBEIN, M.D., 
Chicago 


LTHOUGH colds have long been the subject of 
intensive study,' until the investigations of 
Brewster? and Gordon*® were conducted satisfac- 
tory therapeutic results had not been attained. 
While it is generally accepted that the common 
cold is an epidemic virus infection of the upper 
respiratory tract, it has been demonstrated that 
the nasal secretions of individuals with colds con- 
tain a greater concentration of histamine or hista- 
minic substances than the nasal secretions of per- 
sons with allergic rhinitis.4° Furthermore, the 
spraying of histamine on the nasal mucosa of non- 
allergic individuals produces similar symptoms 
to those encountered in the early phases of the 
common cold. Brewster,? Gordon? and Murray® 
have conducted clinical studies using antihista- 
minic drugs in an effort to abort and relieve the 
symptoms of colds. Their conclusions, in general, 
were that, if given early, the antihistaminic 
drugs may abort colds and in the greater ma- 
jority of cases reduce the duration and the sever- 
ity of the symptoms. 

A study was conducted in an industrial plant* 
to determine the efficacy of a compound** con- 
taining an antihistaminic drug, chlorothen ci- 
trate,*** 25 mg., acetophenetidin, 320 mg., and 
caffeine, 32 mg. The acetophenetidin and caffeine 
are present for analgetic and antipyretic action. 
The caffeine serves also, by its stimulant action, 
to counteract the sedative effect that some indi- 
viduals experience with antihistaminic admin- 
istration. 


Method of Study 
[NSTRUCTIONS were issued to the employees to 
report to the physician’s office of the plant at 
the first sign of a cold. The employees were 
divided into two groups. Those with names be- 
ginning with the letters “A” to “K” were given 
the compound while the remainder were given 
aspirin in an identically-appearing tablet. Records 
were kept showing the date of onset of first 
symptoms, the time the medication was first ad- 
ministered, and the duration of the cold. A record 
was also made of such symptoms as fever, cough, 
malaise, sore throat, diarrhea, vomiting, and the 
amount and character of the nasal discharge. If 
the patients continued working they were in- 
structed to report at the physician’s office daily 
for observation. If they remained at home be- 
cause of the cold they were instructed to report 
at the physician’s office upon their return to work. 
Daily observations were therefore possible in 





* Bastian Blessing Company, 4201 West Peterson Avenue, 
Chicago, Illinois. 


** Caubren Compound, manufactured by Whittier Labora- 


tories, Division Nutrition Research Laboratories, Chicago, Illinois. 
*** N, N-Dimethyl-(2-pyridy]) - N -(5-chloro-2-theny]) -ethylene- 
diamine citrate. 


the great majority of instances so that an accur- 
ate estimate could be made of the results of 
therapy. To date observations have been made 
on 221 patients; of these 121 received the com- 
pound and 100 aspirin. 


Dosage 
ACH patient received oral administration in- 
itially of one tablet of the compound (25 mg. 
of chlorothen citrate, 320 mg. of acetophenetidin, 
and 32 mg. of caffeine) followed by one tablet 
every three hours. Treatment was continued for 
a minimum of 48 hours. Those patients who were 
given aspirin followed the same schedule. 


Results 

F THOSE receiving the compound 29 discontin- 

ued therapy too soon to estimate its effective- 
ness, while 26 of those receiving aspirin stopped 
taking the medication within 12 hours. Observa- 
tions, therefore, are reported on 92 who continued 
taking the compound and 74 aspirin. The average 
duration of the colds in those taking the com- 
pound was 2.7 days and in those taking the as- 
pirin 5.3 days. No patient remained under ob- 
servation longer than seven days. However, it 
is of interest to note that in the patients receiving 
aspirin 19, or 25%, still had symptoms on the 
seventh day of the observation period while this 
was true in only three instances or 3% of those 
receiving the compound. It was also noted that 
the earlier the compound was administered the 
more effective were the results. With the aspirin 
such benefits as were attained were not affected 
by the time at which the drug was administered. 
Nineteen of the persons receiving the compound 
had no evidences of the infection after 24 hours. 
There was no evidence of the aborting of the 
cold in any of those receiving aspirin. 


Reactions 
((HLOROTHEN citrate, the antihistaminic con- 
tained in the compound, has negligible side 
effects and a minimum of toxicity. In the present 
study, this low toxicity was demonstrated by 
the fact that only two patients discontinued the 
use of the drug because of reactions manifested 
by light-headedness and dizziness. It is quite 
possible that these reactions were due to the 
acetophenetidin. Ten of those taking the aspirin 
discontinued treatment because of gastro-intes- 
tinal disturbances and dizziness. 


Summary 
N 92 persons observed for an adequate period 
of time who were treated with a compound 
antihistaminic analgesic preparation, the aver- 
age duration of colds was 2.7 days as compared 
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with an average duration of 5.3 in 74 treated with 
aspirin. 

2. Early administration of the compound either 
aborted the cold or lessened its duration and the 
severity of the symptoms. 

3. While aspirin may give some symptomatic 
relief, it did not shorten the course of the cold, 
nor in any case did it abort the infection. 

4. The compound may be administered with 
safety within the dosage levels prescribed because 
of the low incidence of toxic effects. 


Conclusion 
HIS compound is an effective agent in the ther- 
apy of the common cold, aborting the infection 
when administered early, abating the symptoms 
and shortening the duration when administered 
later. 
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Because of a low incidence of common cold 
during the period of this study, patients did not 
appear in the large numbers anticipated and this 
study is being continued. 


(2260 Devon Ave., Chicago 45.) 
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Dr. Leggo’s “Five-Book Shelf” 


R. CHRISTOPHER LEGGO, Medical Director, Cali- 

fornia and Hawaiian Sugar Refining Corpora- 
tion, Ltd., Crockett, California, calls this his “Five- 
Book Shelf.” It has seven books, but the first and 
the last are “bookends.” The following comments 
are his: 


BookEND—THE HUMAN MIND, by Menninger (Knopf 

—$5.00—517 Pages). This is essentially a text- 
book, written for laymen. You cannot read it fast— 
but if you plod through it, it will give you a pretty 
sound fundamental idea of the dynamics involved 
in the mind. It will also make the other books to 
follow more understandable, as you will become 
familiar with terms which you will encounter fre- 
quently. If your time for and/or interest in reading 
should be limited, you might skip this one. Like the 
primer coat on a painting job, however, the other 
layers will stick better if you apply yourself to 
this one first. 


SYCHOTHERAPY IN MEDICAL PRACTICE, by Maurice 

Levine, M.D. (The MacMillan Company—$4.50— 
306 Pages). This book is recommended only be- 
cause of Chapters 1, “Common Misconceptions” ; 
9, “Sex and Marriage”; 10, “Basic Attitudes To- 
ward Children”; and 12, ““Normality and Maturity.” 
It is readable and you can lend it to patients or to 
your fellow employees, and leave it around the 
house, hoping the rest of the family will pick it up. 


PEACE OF MIND, by Joshua Loth Liebman (Simon 

and Schuster—$2.50—203 Pages). This best- 
seller will continue to be sold and read long after 
the current competition in fiction has been forgot- 
ten. It is so thoroughly impregnated with pure wis- 
dom and true humility that some of it is bound to 
stick. 


UR INNER CONFLICTS, by Dr. Karen Horney (W. 
W. Norton Company—$3.50—250 Pages). This 


book is deep and will require slow, careful reading. 
It is, however, aimed to help you, and if it does 


not do so, it might be an indication that you really 
do need help. 


‘T HERary THROUGH INTERVIEW, by Stanley G. Law, 

M.D. (McGraw-Hill Publishing Company—$4.50 
—313 Pages). You will sit up at night to finish this 
one. It graphically portrays how much lies under 
the superficial crust of the apparent personality. 
It will help you in your interviews. Do not attempt 
to apply the therapy—it is therapy enough to give 
a sympathetic, objective interview and to have 
ceased to be a judge of what you hear. If this book 
helps you to accept people as they are, instead of 
how you think they should be, it will result in 
your being accepted by people. 


TH GOVERNING OF MEN, by Alexander H. Leighton, 

M.D. (Princeton University Press—$4.00—367 
Pages). For the first three-quarters of this book, 
you will pray to be told why you are reading it. 
But by the time you have finished the final quarter, 
you will pray that it will be read by every admin- 
istrator, executive, supervisor, or official in every in- 
dustry, as well as in every government agency— 
whether Federal, state or local. Put your name and 
address on the flyleaf of this one, and hope you 
have it returned after you pass it on, as you will 
want to go back and pull the handle on this Indus- 
trial Relations jackpot more than once. The style 
is classic, the condensation of material is amazing, 
and, for a book packing such a tremendous sociolog- 
ical wallop, it is most readable. 


BookeND—AN AMERICAN DILEMMA, by Myrdahl 

(Harper’s—Two Volumes—$7.50—1,483 Pages). 
Exhaustive sociological research on a subject which 
you have been able to size up previously with one 
sentence or settle with a race riot. Many chapters 
of this you can afford to skip through or skip. The 
subject you cannot ignore. This book will make you 
think and feel differently. It is time we explored 
rather thoughtfully what the sociologist may have 
to offer us. 











“WINDS, BLOW GENTLY HERE... .” 





.. PRESS wire serv- 
ices reporting the 
news of his death had it 
that he was a “doctor of 
philosophy.” Such was 
their interpretation of 
the “Dr. P.H.” which 
always followed the 
“M.D.” as part of his 
signature. He would 
smile at this if he were 
here; he wasn’t an aca- 
demic Ph.D., but he lived 
a philosophy of tolerance 
and understanding. His 
“Dr. P.H.” meant “Doc- 
tor of Public Health (in 
Industrial Hygiene).” 
He earned it at Harvard 
School of Public Health 
in 1924, after two years 
of study. He was the 
first American to receive 
it, and at the time of 
his passing he was still 
the only American to 





CLARENCE OLDS SAPPINGTON, M.D., DR. P.H. 


rather than to exploit. 
But he was so deeply in- 
terested that in order to 
be our consultant from 
the start he left the 
Safety Council and set 
himself up as a consul- 
tant in industrial health. 
An independent journal 
in the field of industrial 
medicine had long been 
a dream of his, and he 
hoped ours would be it. 
That was the beginning. 
The end was written on 
Sunday, November 6. 
Just after breakfast, at 
his home, his patient 
heart stopped, and he 
was no more. They said 
it was “coronary throm- 
bosis.””. He was 60 on 
September 29. 

In all of our more than 
17 years of working to- 
gether we never saw him 





hold it. He wasn’t much 

given to explanations, but we always felt that he 
considered it the formal evidence of his consecra- 
tion to a career in industrial health. His devotion 
to that field of work was as much a consecration 
of mind and heart and soul as if he had taken 
the vows of a holy order. The “Dr. P.H.” was the 
insignia of his self-selected specialization. 

His professional career is a matter of record. 
It may be read in the successive editions of 
“Who’s Who in America” (since 1929), “Amer- 
ican Men of Science,” and many other compila- 
tions of biography; in the three books he wrote; 
in the work of the important committees on which 
he served; in the studies and surveys he made 
and the hundreds of reports and articles he pre- 
pared and published. It is a permanent and an 
honorable record. He had reached the top, and 
he left a place that will be hard to fill. 


T IS NOT of these things, however, that we want 

to write. Instead we would set down our mem- 
ories of the man who was our Editor. Our as- 
sociation began in the deep-depression days of 
June, 1932. He was then with the National 
Safety Council, as Director of the Division of 
Industrial Health. His first relation with us 
was as consultant; he wouldn’t agree to be Editor 
until several years later, when he had become 
fully convinced that our intentions were to serve 


lose his temper. And only 
rarely did he show impatience. But we soon dis- 
covered that his were “still waters” running deep. 
In matters of importance to his work, or his be- 
liefs, or his ideals, he could be forceful, incisive, 
even eloquent. One memorable occasion was a 
conference at which he was pressed to define his 
“editorial policy.” We have often regretted that 
there wasn’t a transcript of his response; no 
recollection could recapture the spell of inspira- 
tion that spoke from his heart. He told us that 
an editorship is not an honor, or a privilege. It 
is a trust, almost a sacred responsibility. And an 
editorial policy is not capable of definition. He 
quoted Archibald MacLeish: “A poem should 
not mean, but be.” So, an editorial policy is, or 
it isn’t. Where it is, it embodies many things. 
It is a practical composite of knowledge, exper- 
ience, attitudes, ideals; it is sensitive, even to 
nuances; though it may seem of necessity a per- 
petual compromise, it is tolerant, truthful, un- 
afraid. Like a symphony, it is complete in the 
blending of all its tones. But break it up into 
numbered sentences, cast it in a mold of rules, 
and it becomes pragmatic handcuffs. Then he 
read us the little paragraph which appears at 
the head of the contents page in each issue, and 
mentioned, with pride, that another journal, 
evaluating the several publications in ours and 
related fields, had said of INDUSTRIAL MEDICINE 
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that its “editorial policy” was “strong and vig- 
orous.” Thus we learned from him, and were in- 
spired by him. Always we could be sure that he 
would never dodge an issue. Mild-mannered as 
he was, to scratch him on a question of principle 
was to tear one’s nails on the solid steel of right. 


HE LAST time we saw him alive was on the 

Monday following the A.A.I.P.&S. Directors’ 
meeting of October 23. Dick Walmer had been 
with us at lunch, and later there followed one 
of those afternoons at our office which were in- 
cidents of his editorship, but were so much more 
to us. We prized those hours. To sit with him, 
in contact with his thoughts, his experiences, his 
breadth of vision, his fine idealism, was an uplift. 
His was a sensitive approach to life, and his con- 
cept of industrial medicine and industrial hygiene 
was sensitively human. Like the good general 
practitioner, he knew much, but understood more. 
He never preached, and he shrank from any dic- 
tum of “ought” and “should,” yet he would leave 
us with the feeling on our part that somehow he 
had elicited the best we had in ourselves and 
sharpened it up a bit for better use. That day 
was like the others. We talked of our work, our 
interests, our people, our plans. The U.S. Public 
Health Bulletin No. 306, “Air Pollution in Do- 
nora,” was at hand, and he remarked that the 
industrial hygienists, having been so long ab- 
sorbed in disposing of the agencies of air pol- 
lution by merely exhausting them outside the 
work place, must now “raise their sights.” He 
talked a while of the Ramazzini Rendezvous he 
had attended in September, and commented again 
on the remarkable excellence of Rutherford John- 
stone’s Ramazzini Oration. And we completed 
arrangements for him to attend the Industrial 
Hygiene Foundation meeting just ahead. Then 
he went away—out of our lives, but not out of 
our hearts. 

Outstanding among our most cherished recol- 
lections is his characteristic of not indulging in 
personalities. Never did we hear him disparage 
any person; neither in word or act was he unkind 
to anyone. He could be critical, but not of people, 
and even in his comments on things there was 
no sting. He tried to be constructive, and help- 
ful. To us he was both in a superlative degree; 
his wisdom was profound, and his advice was 
good. We owe him much, for these, and as an 
example of fortitude in the discouraging years 
when the going was rough. There were many 
times when we marveled at his calm. Knowing, 
as we did, the deep strength of his feelings, and 
appreciating how sensitive he was, we often 
thought he was inhibiting too much. But that 
was his way. And a nice way it was. 
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HEN CAME the time when his habit of suppres- 

sion had its supreme test. Five years ago his 
only son, Jack, was killed in the Battle of the 
Bulge. His comment when he read the telegram 
was: “Now we must work harder.” That was all. 
He carried his sorrow himself. The little bar 
of the Purple Heart which he wore on his lapel 
gave sole token of his loss. It was still there 
when they bore him away. 

Was his emotional rein too tight? Pent up 
inside him, did the burden wear him down? Two 
years ago he went to the hospital, and he was 
there many weeks. Then he seemed better, al- 
most his usual self. But there was a difference, 
and his friends were gravely concerned. Never- 
theless he took on more responsibility. Among 
other things, he became executive officer of the 
Committee on Workmen’s Compensation of the 
A.M.A. Council on Industrial Health. In April, 
at Detroit, he had been elected to a two-year term 
as Director of the American Association of In- 
dustrial Physicians and Surgeons. And he ac- 
centuated his interest in lectures. He had one 
scheduled for the evening of November 9. With 
all of this, he still found time for the music which 
was his avocation, and for extensive reading. 
During his long hospital sojourn he had learned 
how to read for relaxation, and while he did much 
of this he still kept up on the serious side. He 
had early developed the lawyer-like faculty of 
rapid reading, and he could almost scan a page 
and yet absorb its content. To the last he kept 
busy; he couldn’t have done otherwise. And to 
the last he was the same smiling, thoughtful, self- 
reliant, capable “Doc,” a tower of strength to all 
of us who needed him. 

Just a short time ago he was certified as a 
specialist by the new American Board of Pre- 
ventive Medicine and Public Health. His certifi- 
cate came too late for him to see it. 

He had often said he didn’t want flowers, but 
his friends were not to be denied; he rested in a 
bank of fresh beauty. And on Monday and Tues- 
day a stream of those who knew him came and 
paused in silence. His funeral, Wednesday after- 
noon, November 9, was as he would have wished 
it. Two of his favorite hymns, “Faith of Our 
Fathers” and “Going Home,” some of the New 
Testament verses he often read, a little tribute 
to “Dr. Pilgrim,” a prayer... . 


ND so, for the fine, human, lovable man he was, 

we loved him. And knowing him as we did, 

we like to imagine him sleeping on a high hill 

with a far view, while above him there's a little 

stone with these words on it: “Winds, blow 
gently here....” 
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ASSOCIATION NEWS 








Directors’ Meeting 

HE BOARD OF DIRECTORS of the A.A.I.P.&S. met 
Ti the Association offices on Sunday, October 23, 
1949, from 10:00 a.m. to 3:00 P.M., with DR. ALFRED 
H. WHITTAKER presiding, and 15 of the 18 officers and 
directors in attendance. 

The Board of Examiners for examining prospec- 
tive candidates for Fellowship, as created by the 
change in by-laws at the annual meeting on April 7, 
1949, was appointed by PRESIDENT WHITTAKER and 
confirmed by the Board of Directors as follows: 
DR. E. A. IRVIN, Detroit, Chairman, DR. T. LYLE HAZ- 
LETT, Pittsburgh, and DR. McIVER woopy, New York 
City. Thereupon 12 Fellowship applications were 
referred to the Board of Examiners for their exam- 
ination and recommendation. Thirty-three new reg- 
ular members and 23 associate members were elected, 
as recommended by DR. NEWTON E. LEYDA, Chairman 
of the Membership Committee. Honorary member- 
ships were voted for DR. EUGENE F. MESCHTER, Stam- 
ford, Connecticut, DR. MARTIN DONDANVILLE, Moline, 
Illinois, DR. EDWARD QUICK, Milwaukee, Wisconsin, 
and DR. WALTER HARDY, Ardmore, Oklahoma. Resolu- 
tions were adopted to memorialize DR. ANDREW HAR- 
VEY and DR. THEODORE L. STORY, recently deceased 
and honored members of the Association. 

The acceptance of PRESIDENT ALFRED H. WHITTAKER 
as ex-officio member of the Council on Industrial 
Health of the American Medical Association was 
approved by the Board. 

DR. FREDERICK W. SLOBE gave a report on the 
AMERICAN FOUNDATION OF OCCUPATIONAL HEALTH, in 
part as follows: “DR. HOWARD JOHNSTON, our Fellow 
at the University of Pittsburgh Medical School, 
appears to be making satisfactory progress. We 
receive periodic reports from him and some of these 
have been published both in INDUSTRIAL MEDICINE 
and in our ‘Association News.’” 

DR. CARLETON has sent the Directors and Officers 
a report as to developments pertaining to the Fund 
Raising Committee. His plan relative to contacting 
management has much merit and should be produc- 
tive of good results. It is realized that this is a 
long-range plan, and that a dramatic effect can not 
be expected without full-time personnel to engage 
in this activity. 

District Counsellor reports were received from 
DR. MELVIN N. NEWQUIST—“A”’; DR. CHARLES B. STACY 
—*B”; DR. V. C. BAIRD—“E”; and DR. FRANK R. GRIF- 
FIN—“G.” DRS. E. A. IRVIN, H. GLENN GARDINER, F. E. 
POOLE and J. W. SHILLING reported for Districts “C,” 
“D” and “F,” respectively, and DR. HAROLD M. HARRI- 
son, of Toronto, supplemented the report of District 
“G.” (See page 3 for the territorial organization 
of the Counsellor Districts.) Among the highlights 
of these reports were the extracts which follow un- 
der the heading “Reports.” 

As head of the Certification Committee, DR. SLOBE 
reported the following: “At the joint session of 
the Council on Medical Education and Hospitals and 
the Council on Industrial Health of the A.M.A., 
held in Atlantic City last summer, there was a gen- 
eral discussion relative to the Graduate Training 
Program in Industrial Medicine. Although this 


meeting resulted in some clarification of the problem 
and in improved mutual understanding, no solution 
of the numerous problems developed. Another joint 


meeting of this kind will be held within the next 
six weeks. It appears to be the present feeling of 
the Council on Medical Education that the period 
of in-plant training should be coordinated in some 
way with medical school and hospital affiliation in 
erder for such training to have the same accredited 
status as the comparable period of training in gradu- 
ate training preparatory to certification by other 
Boards. It would seem that this is a logical view if 
our proposed Board is to have the same status as 
the other Boards. The present graduate training 
facilities in existence appear to be more than ad- 
equate to supply the existing demand. It is probable 
that the existing demand may not increase con- 
siderably until such time as Certification appears 
to be imminent. Another difficulty which needs to be 
surmounted is the lack of uniformity and agreement 
in the existing graduate training centers as to the 
curriculum and duration of training courses. The 
problem relative to in-plant training including sched- 
ules, length of time, suitable approval of plant med- 
ical departments, and affiliation with medical schools 
and hospitals needs considerable clarification and 
study ...It is our feeling that it would be inadvis- 
able to apply for Certification at this time until the 
above problems are solved. It is realized that there 
are some who are justifiably impatient with the delay 
in Certification and might consider it advisable to 
proceed to form our own Board independently. This, 
of course, could be done, but such a Board would 
not have a standing comparable to the other Boards, 
hence it would appear to be an inadvisable step to 
take at this time.” 

Dr. H. GLENN GARDINER, Chairman of the Program 
Committee for the 1950 Convention, reported at 
length on program plans, which were heartily ap- 
proved by the Board. DR. R. M. GRAHAM, Chairman 
of the Banquet Committee, gave a brief report. 

DR. WHITTAKER reported that the History Commit- 
tee had reached a point in the development of the 
Association’s history where it was now desirable to 
engage the services of a professional historian. The 
Board authorized the employment of such a person, 
the services rendered and the progress made in pre- 
paring this history to be evaluated at the Directors’ 
meeting in April, 1950. 

The Board voted that the President appoint a 
representative of the Association to the Safety Code 
Correlating Committee of the American Standards 
Association, and DR. JAMES H. STERNER, Rochester, 
New York, was so appointed by DR. WHITTAKER. 

The Supplementary report of the Council on In- 
dustrial Health, A.M.A. was reviewed, and upon 
approval of Release No. 173 of the National Educa- 
tion Campaign, A.M.A., the Board instructed that 
a letter be written indicating wholehearted support 
of publicity concerning the apparent persecution of 
medical societies by government agencies. 


R. AND MRS. E. C. HOLMBLAD spent the month of 
November Visiting the West Coast and Hawaii. 

DR. HOLMBLAD’s schedule included a dinner meeting 
with members in the Seattle area on November 1, 
and a dinner meeting with officers and members of 
the WESTERN ASSOCIATION OF INDUSTRIAL PHYSICIANS 
AND SURGEONS in San Francisco on November 3, to 
which 100 invitations were issued. Upon arrival 
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in Hawaii, he addressed the Rotary Club of Hono- 
lulu on Tuesday, November 8, and the doctors and 
nurses of Hawaii on November 13. Later he at- 
tended the Sixth Annual Meeting of the A.A.I.P.&S. 
component society, the TERRITORIAL ASSOCIATION OF 
PLANTATION PHYSICIANS, at Puunene, Maui, giving 
three papers, “Adequate X-Ray Study after In- 
jury” and “Rehabilitation and Maintenance of Func- 
tion after Fractures” on November 17, and “Art 
of Examining, Diagnosing and Treating the Indus- 
trial Patient” on November 18. Side trips, includ- 
ing hospital visits, were made to several other island 
places. Returning to the States, during the week 
of November 21 to 27 DR. HOLMBLAD met with the 
officers and members of the WESTERN ASSOCIATION 
in the Los Angeles area. 


Reports 
CHARLES B. STACY, for District “B,” said, in 
part: “In the past few months there has been 
a considerable change in the entire hospital, office, 
and home care program for the United Mine Work- 
ers. Formerly, practically all hospitalization was 
paid for under payroll deductions from the miner 
himself. In the period of June, July, and August this 
was changed throughout the entire coal fields, and 
all hospitalization was paid for on a per patient 
basis by the UMWA Welfare and Retirement Fund 
which is financed by a royalty of 20 cents per ton 
of coal. Under this new program there was such 
an increase in the hospital work that every institu- 
tion in the coal fields was physically embarrassed 
for lack of space to handle patients. This program 
is now suspended owing to the strike in the coal 
fields. It undoubtedly will be resumed in the near 
future but, we believe, with certain limitations 
of service...I also believe that the Welfare and 
Retirement organization could profitably ask that 
every physician participating in their program be 
a member of the AMERICAN ASSOCIATION OF INDUS- 
TRIAL PHYSICIANS AND SURGEONS, and that every 
physician be qualified by good training for the 
duties he assumes.” 


D* VALLIANT C. BAIRD, reporting for District “E,” 
called attention to two fine programs in his 
area. The first was that of the Second Gulf Coast 
Regional Conference on Industrial Health, at Hous- 
ton, Texas, October 6-7, as follows: 

October 6: Harpy A. Kemp, M.D., Baylor University College 
of Medicine, presiding: 

“Industrial Health Programs Pay Dividends”—-MANFRED Bow- 
DITCH, Director of Health and Safety, Lead Industries Asso- 
ciation, New York. 

“Teamwork in the Solution of Industrial Medical Problems”— 
ALLAN D. Branpt, Sc.D., Bethlehem Steel Co., Bethlehem, Wil- 
mington, Delaware. 

“Control of Environmental Industrial Health MHazards’’— 
ALLAN D. Branot, Sc.D., Bethlehem Steel Co., Bethlehem, 
Pennsylvania. 

“Industrial Health in an Atomic Era”—Banquet speaker, Dr. 
James H. STERNER, Eastman Kodak Company, Rochester, New 
York. 

October 7: Cart A. Nav, M.D., University of Texas, presid- 
ing: 

“The Employer's Liability for Occupational Diseases.” 

“Medical and Safety Aspects of Some Heavy Metals.” 

“The Role of the Nurse in the Industrial Health Program”— 
Ruts F. Kaugu, R.N., 

“Safe Use of Common Chemicals in the Plant and in the 
Home”’—D. D. Irtsne, M.D., The Dow Chemical Co., Midland, 
Michigan. 

“Management's Responsibility for Pre-Paid Medical and Hospi- 
tal Plans.” 

“Public Health Aspects of Atmospheric Pollution”—Gsrorce 
D. CLayton, Industrial Hygiene Division, U.S.P.H.S., Washing- 
ton, D.C. 
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The second was that of the Section on Industrial 
Medicine and Surgery of the Southern Medical As- 
sociation, at Cincinnati, November 17. This was 
prepared by DR. CARL A. NAU, and featured the fol- 
lowing: 

“A New Concept for Periodic Examinations of Field Em- 
ployees of Petroleum Industries’”—Kierrer Davis, M.D., Medical 
Director, Phillips Petroleum Company, Bartlesville, Oklahoma. 

“Variables in Industrial Absenteeism”—R. Lomax WELLS, 
M.D., Medical Director, Chesapeake and Pot Teleph 
Companies, Washington, D. C. 

“Hazards Associated with Chemical Manufacturing’”—J. E. 
WiiiaMs, M.D., Medical Director, Tennessee Eastman Corpora- 
tion, Kingsport, Tennessee. 

“Present and Potential Occupational Carcinogens and Car- 
cinogenic Operations in Modern Industry”—W. C. Husper, M.D., 
Cancer Control Branch, U.S. Public Health Service, Bethesda 14, 
Maryland. 

“Management of Diseases of the Heart in the Steel Industry” 
—Wwm. H. Rice, M.D., Chief Surgeon, Armco Steel Corporation, 
Ashland, Kentucky. 

“Injuries of the Lower Extremities and Their Significance 
in Industry”—TruMaNn G. BLocker, M.D., and CLirrorp SNYDER, 
M.D., University of Texas School of Medicine, Galveston, Texas. 





R. FRANK R. GRIFFIN, for District “G,” said, in 

part: “The groups of industrial physicians in 
the cities of Toronto and Montreal have been quite 
active. The Section on Industrial Medicine of the 
Toronto Academy of Medicine held six sectional 
meetings during the last fall and winter season. 
The Section on Industrial Medicine of the Canadian 
Medical Association, under the able chairmanship 
of DR. R. B. ROBSON, is now making plans for a pro- 
gram to be presented in Halifax, Nova Scotia. The 
most outstanding event in our field was held in 
Quebec City from September 29 to October 1. This 
was a most enthusiastic Conference and was at- 
tended by 85 industrial physicians. The Conference 
was held under the auspices of the Industrial Phy- 
sicians and Surgeons of the province of Quebec, 
cooperating with the Industrial Physicians and Sur- 
geons of Ontario. DR. E. A. IRVIN, of Detroit, Vice- 
President of our Association, was an able represen- 
tative. At the Conference Dinner, held in the Cha- 
teau Frontenac, he spoke of the Association, briefly 
outlined its activities and the quality of its ever- 
extending membership, and stressed the importance 
of all industrial physicians becoming members. We 
were proud of DR. IRVIN’S excellent presentation. 
Many of the guests present at this dinner spoke 
and understood the French language only. DR. IRVIN 
rose to the occasion, speaking so convincingly in 
both English and French that all present under- 
stood him. The first fall meeting of the Section 
on Industrial Medicine, Academy of Medicine, Tor- 
onto, was a dinner meeting held at the King Edward 
Hotel on October 13. This is an annual event at 
which the Industrial Nurses of Ontario are in- 
vited as guests of the Section. Also invited are 
prominent business executives who are interested in 
cur specialty. Our Association was ably represented 
by DR. EARL LUTZ, of General Motors Corporation, 
Detroit. One hundred and forty attended. The 
Section was fortunate in having SIR JACK DRUMMOND, 
Director of Research of the Boots Pure Drug Com- 
pany, of Nottingham, England, as guest speaker. 
SIR JACK DRUMMOND is a Specialist in Nutrition. He 
was Chief Adviser to the Minister of Food for 
Britain during the war, and is the author of several 
textbooks. The subject of his address was ‘Nutri- 
tion Problems in Britain.’ He stated that, in spite 
of severe rationing of food, the health of the British 
industrial worker was never better than at the 
present time. His speech was well received and 
promoted many fine comments.” 
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R. EARLE A. IRVIN reported briefly on his trip to 

Quebec: “On September 29, 1949, a trip was 
made to Quebec City to attend the Industrial Med- 
ical Conference which was presented by the In- 
dustrial Medical Association of the Province of 
Quebec, in collaboration with the Section on Indus- 
trial Medicine of the Ontario Medical Association. 
This was the fourth conference of this type pre- 


sented by these two associations. The program was. 


well prepared and well presented. The interest dis- 
played by those in attendance was excellent. The 
subjects covered were well selected, including ‘In- 
juries of the Hand,’ ‘Skin Diseases,’ ‘Diabetics,’ 
‘Selection and Training of Industrial Nurses,’ 
‘Alcoholism in Industry,’ ‘Occupational Diseases 
of the Lungs,’ ‘Psychosomatic Problems,’ ‘Reha- 
bilitation,’ and ‘The Scope of Industrial Health 
Service.’ Throughout the entire Conference, it was 
interesting to note the emphasis placed on human 
relations. On the evening of September 29, I at- 
tended a banquet, substituting for DR. WHITTAKER, 
and had occasion to make a few remarks. After 
commenting on the excellent program, I briefly 
reviewed the history of the AMERICAN ASSOCIATION 
OF INDUSTRIAL PHYSICIANS AND SURGEONS and en- 
couraged all present to make plans to attend our 
Annual Meeting in Chicago, in April, 1950.” 


R. CARL T. OLSON, Chairman of the Workmen’s 

Compensation and Insurance Committee, pre- 
sented a report on the 35th annual convention of 
the International Association of Accident Boards 
and Commissions held at St. Louis, October 2-6: 

“The 35th Annual Meeting of the International 
Association of Industrial Accident Boards and Com- 
missions (hereinafter referred to as I.A.I.A.B.C.) 
was held at the Jefferson Hotel, St. Louis, October 
2-6, 1949. 

“The I.A.1.A.B.C. has 55 active members _ in- 
cluding 40 States, three Territories and three Fed- 
eral bureaus. In addition there are 32 associate 
members. Mississippi and Montana were represented 
for the first time at this session. Mississippi was 
the last state to enact a Workmen’s Compensation 
law which became effective January 1, 1949. 

“On October 3, DR. D. J. GALBRAITH, Vice-Chair- 
man, Ontario Workmen’s Compensation Board, pre- 
sented ‘The Report of the Medical Committee.’ This 
report culminated a continuation study begun last 
year at New York on the general problem of ad- 
ministrative ways and means to provide prompt, 
appropriate and adequate medical attention to as- 
sure minimum disability and maximum physical 
rehabilitation. Attention is especially directed to 
the following recommendations: 

1. No case should be closed or final award made 
until competent medical .opinion indicates that the 
maximum of reduction of permanent disability has 
been achieved and that all possible in the way of 
rehabilitation has been attained. 

2. In the case of the injured workman, medical 
aid should not be restricted by legal limitations and 
costs; disability resulting from industrial accident 
or disease should be the responsibility of industry 
so long as it continues, and medical aid should be 
furnished on.this basis. 

3. As regards choice of medical attendant, the 
committee feels that free initial choice of physician 
should be permitted in conference with a skilled, 
unbiased medical officer of the Workmen’s Compen- 
sation Commission who should, by consultation and 
reference, see that the best medical and surgical 
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care is rendered. In order properly to accomplish 
this, the law should place control of medical aid in 
the compensation authority and free initial choice 
allowed by ruling of the commission. 

4. Change of hospitals to provide more adequate 
facilities and more advanced techniques should be 
permitted. 

5. As regards convalescent or postoperative care 
of the seriously injured—in other words, the popu- 
lar conception of rehabilitation—the Committee be- 
lieves that this phase of treatment does not neces- 
sarily involve a change or displacement of the at- 
tending surgeon but rather only really involves the 
transition to physio- and occupational therapy from 
the no longer necessary active nursing care. The 
surgeon still directs, perhaps with the aid of a col- 
league skilled in physical medicine; but he should 
remain in charge until the minimum of physical 
impairment obtains. 

6. Every large or teaching hospital should have 
its own rehabilitation center. There should be re- 
gional centers to service the cases from the smaller 
cities, towns and rural areas as referred by phy- 
sicians. Rehabilitation facilities should be available 
to all, but in order to assure proper care and atten- 
tion to industrial injuries, each individual commis- 
sion should have a rehabilitation officer or depart- 
ment whose duties it would be to provide the neces- 
sary contact between patient, Commission and re- 
habilitation center. Supervision of rehabilitation 
endeavor is essential and should rest with the Com- 
pensation authority. 

7. Following convalescent care and rehabilitation, 
job placement should be under the supervision of 
the surgeon but supervised and assisted by the 
Commission by direct authority of the compensation 
act. 

8. The committee recognizes that there has not 
been in a large proportion of cases a spirit of co- 
operation between the workmen’s compensation ad- 
ministrators and the medical profession. It believes 
that to obtain the necessary cooperative effort, which 
alone can form a basis for any complete scheme 
of good medical care, there must be a radical change 
in attitude of many commissions and most physicians. 
To accomplish this, the committee recommends the 
following steps: 

(a) Every administrative body should have com- 
petent medical advisers, preferably as a part of 
their staff. 

(b) Every surgeon accepting responsibility for 
the care of claimants should be encouraged to discuss 
his problems with the commissions and medical and 
surgical specialists. 

(c) Every commission medical officer or adviser 
should be encouraged to become a member and part 
of organized medicine, attend meetings and be free 
with his explanation of Commission policy and func- 
tions. 

(d) Every local medical society and association 
should be encouraged to appoint a compensation 
committee whose function would be to bring to the 
Commission the problems of the profession for dis- 
cussion. 

(e) Close contact should be established between 
the compensation authorities and the state medical 
associations, problems discussed, changes in policy 
or plans explained and arranged, and an attitude 
of mutual assistance engendered. 

(f) Medical schools should give wider training in 
compensation work, i.e., the privileges, responsi- 
bilities, and functions of the physician with relation 
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to the acts should be explained more thoroughly. 

(g) More universities should give more stress to 
the teaching of traumatic surgery and industrial 
medicine. 

(h) Post-graduate education should be encour- 
aged by Commission-sponsored seminars, meetings, 
bulletins, etc., whereby advanced medical thinking 
can be brought more quickly to the general prac- 
titioners. 

(i) With insistence upon skilled treatment, proper 
appreciation and remuneration, honesty and frank- 
ness on the part of the commissioners, the support, 
assistance and cooperation of the insurance carriers, 
the employers and organized labor can be induced, 
and the barrier of controversy removed. 

(j) Cooperation, not controversy, must be the 
basis of advanced medical care. 

“The report was unanimously adopted by the 
1.A.1.A.B.C. 

“Monday evening, October 3, was devoted to the 
annual Banquet. The speaker was HENRY D. SAYER, 
General Manager, Compensation Insurance Rating 
Board of New York. He reviewed his own 35 years 
of experience with workmen’s compensation. He 
opened up the field of employer-paid coverage for 
non-occupational disability for consideration by the 
Commissioners on the premise that its administration 
would either be an added function of the present 
Commission system or that experience based on the 
administration of the workmen’s compensation would 
be utilized in organizing the administration of our 
ever-increasing industrial insurance. He made a 
plea that each state, rather than the Federal govern- 
ment, retain administration and supervision not only 
on workmen’s compensation but also of the newer 
types of employee coverages. 

“On Tuesday panel discussion on ‘Trauma and 
Arthritis’ was led by DR. PAUL HAGEMANN and in- 
cluded DR. OLIVER ABEL, DR. ROBERT O'BRIEN, DR. FRED 
REYNOLDS and DR. CHARLES STONE, all of St. Louis. 
The panel discussed the relation of single and mul- 
tiple or repeated trauma as causative factors in 
the initiation or the aggravation of arthritis. Most 
agreed that single trauma does not initiate arthritis 
unless there has been definite intra-articular injury 
such as a fracture extending into the joint. Low 
back pain came up for consideration, with the panel 
divided as to the role of the intervertebral disc. 
The statement was made and went unchallenged 
that 96% of all the back cases showing up at the 
dispensary or doctor’s office are self limited to two 
to three weeks and will get well whether any or no 
treatment is rendered. In industry, some types of 
treatment must be given to satisfy the worker, but 
its effect according to the speaker is mostly psycho- 
logical. It is the 4% of back cases which do not get 
well during the first three weeks which present 
problems. It is among these cases that the role of 
the intervertebral disc is so difficult to evaluate. 
Most of the panel agreed that industrial trauma 
could not initiate rheumatoid arthritis but could 
accelerate its program. 

“A panel discussion led by DR. ROBERT MOORE, Dean 
of Washington School of Medicine, and including 
DRS. JOHN P. WYATT, THOMAS M. MARTIN, WILLIAM E. 
LEIGHTON and LOUIS JONSTAD was held on the sub- 
ject ‘Trauma and Malignancy.’ An attempt was 


made to shed some light on the following questions: 
(1) Can a single trauma cause malignancy? (2) Can 
multiple or repeated trauma cause malignancy? 
(3) Can trauma convert a benign lesion into malig- 
nancy? (4) Can trauma accelerate the spread of 
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pre-existing malignancies? Certain postulates were 
laid down as to whether industrial trauma could 
be held accountable for malignancies such as that 
the relationship between the claimed trauma and the 
malignancy must be reasonable and that the patho- 
logical examination of the malignant tissue must 
show evidence of having arisen in the area of the 
alleged trauma, e.g., metastatic malignancies must 
be carefully ruled out. The panel was agreed that 
a benign growth could be transformed into a malig- 
nancy by trauma and that trauma could accelerate 
the spread of pre-existing malignancy. Experimental 
evidence was cited to show that trauma could be the 
deciding factor as to the location of the malignancy, 
viz., when rabbit ears are rubbed with carcinogenic 
substances and then punched out, the tumors occur 
on the edges of the punched out areas. 

“On Tuesday afternoon, October 4, DR. CHAS. L. 
DUNHAM, Assistant Chief, Medical Branch, U.S.A.- 
E.C., Washington, D. C., discussed the ‘Medical 
Hazards of Atomic Energy.’ He devoted most of 
his talk to the compensation features of A.E.C. 
and to the precautionary measures set up to guard 
all the workers for A.E.C. He stated that so far 
only six cases have had to be rated totally and 
permanently disabled, which is a remarkable record. 

“ASHLEY ST. CLAIR, Counsel, Liberty Mutual In- 
surance Company, Boston, read a paper entitled 
‘Has Occupational Disease Legislation Kept Pace 
with the Exposure of Present-Day Industrial Dis- 
eases?’ His theme was that occupational diseases 
should be as fully compensable as occupational in- 
jury, that the field of occupational disease is con- 
stantly changing due to new exposures and better 
understanding, and that occupational disease acts 
which name specific occupational diseases with spe- 
cific awards are not in keeping with the modern 
philosophy that a workman should be fully pro- 
tected against all the hazards of employment and 
should certainly be given full medical treatment and 
rehabilitation. 

“On Wednesday, October 5, films were shown of 
the British Columbia Rehabilitation Center, prob- 
ably one of the largest in the world. G. ATILES MOREU, 
Manager, Puerto Rico State Insurance Fund, de- 
scribed, with a paper and moving pictures, what is 
being done in his country. 

“ARTHUR W. DeVINE, from Rhode Island, described 
the Rhode Island Curative Center at Providence. 
DR. HENRY KESSLER, Newark, New Jersey, was un- 
able to be present. He was to have spoken briefly 
in behalf of the President’s Committee on National 
Employ the Physically Handicapped Week, which 
was observed October 2-8. 

“WILLIAM E. KAISER, Attorney and former member 
of the Illinois Industrial Commission, spoke on ‘Prac- 
tical Methods of Enforcing Compliance with In- 
surance Coverage Requirements of Workmen’s Com- 
pensation Laws.’ In spite of the fact that the law 


‘makes it obligatory for certain industries and bus- 


inesses to cover workmen’s compensation require- 
ments either by being self insured or having com- 
mercial coverage, there are many companies which 
evade the law and are discovered only when some 
compensation case is filed against them. MR. KAISER 
blames insurance salesmen sometimes because they 
do not inform their customers as to what coverage 
they should have. In other cases, the employers are 
dishonest and deliberately evade the law. He recom- 
mended a better brand of insurance salesmanship 
and enlisting the aid of unions to be sure the shop 
is covered. From a legal standpoint he thinks that 
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an uncovered plant can be considered a public nui- 
sance and, in his experience, he was always success- 
ful in getting compliance through threats of closing 
down the business. The law and the enforcement of 
it, however, are admittedly weak. 

“JOSEPH L. HILL, Chairman, Michigan Workmen’s 
Compensation Commission, gave the ‘Report of 
Committee on Administration and Procedure.’ This 


presentation was concerned chiefly with the reports- 


of accident or illness filed with each board. MR. HILL 
gave a very enlightening paper on the history of 
the various report forms. The committee decided 
(1) the report form should be as brief as possible; 
(2) it should ask only for factual material and 
should eliminate all questions calling for opinion; 
(3) it should be concerned with the injury resulting 
from accident or occupational disease rather than 
the cause of the accident. In other words, it is the 
belief of the committee that proper administration 
of compensation benefits is the true function of 
Workmen’s Compensation boards and that preven- 
tion of injuries and illnesses is the function of other 
departments. MR. HILL cited two report forms, Michi- 
gan and New York, which the Committee believes 
meet the requirements although it is agreed that it 
will be impossible to have a standard form for all 
states and provinces. 

“In summary, the high points of the meeting in- 
cluded the following: 

“The feeling is growing that: (a) There should 
be unlimited medical care, properly supervised by 
the Commission, furnished the worker who becomes 
injured or ill in the course of and as a result of his 
work. (b) Rehabilitation of the injured worker is 
necessary but the feeling has not crystallized as to 
how this should be administered, i.e., by state, by 
carriers, by regional centers, etc. Great emphasis 
at this meeting was placed on rehabilitation. (c) 
Something should be done about employment of the 
rehabilitated worker. 

“The I.A.1.A.B.C. is tending more and more to 
the belief that workmen’s compensation administra- 
tion should be concerned only with the illness or 
injury after it has happened. Prevention should be 
left to other agencies but close cooperation should 
be developed with these other agencies. 

“The I.A.I.A.B.C. would like to get more help and 
cooperation from the medical profession. Workmen’s 
Compensation Boards would like to use medical 
service more freely but are not yet willing to make 
final judgments based on medical advice presently 
available.” 








LETTERS 








"Please, Doctor" 
© THE EpiTor: Much has been said and written 
about the possibility that industrial physicians 
may, on occasion, step over a little into the field of 
the private practitioner. This possibility, of course, 
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should be guarded against. But it might not be out 
of order to suggest contrariwise that physicians in 
general practice quit trying to “kid” their industrial 
confreres. “ ‘Slips’ from the family doctor,” as re- 
ferred to in the note “Please, Doctor,” in the No- 
vember issue (INDUSTRIAL MEDICINE AND SURGERY, 
18:11, 475) are proper enough under certain cir- 
cumstances, but there are too many of the kind of 
which I have had four examples within the last few 
weeks. 

The first, on the physician’s prescription blank, 
and signed by him, read: “I have told John M 
to do no hard work.” John admitted that the phy- 
sician had not examined, or even questioned him, 
but had merely given him the note because he asked 
for it. 

The second, also on the prescription blank and 
signed by the physician, said: “This woman has 
been under my care for many years and needs a 
three months’ rest.” Here, too, there was no exam- 
ination. The fact, elicited on questioning, was that 
the lady had been invited to spend three months with 
relatives in California and wanted a leave of absence. 

The third, also duly signed, set forth that “This 
man cannot work because of back trouble caused by 
his work.” Again there had been no examination. 
Our own, conducted then and there, disclosed a 
Neisserian infection. 

And the fourth: “This man cannot continue at 
his job because of endangering his health,” had been 
asked for and given in order that the man could 
qualify for unemployment insurance. 

To paraphrase the last sentence of the “Please, 
Doctor” item: ‘Don’t insult the industrial physician 
‘by implying that he is credulous enough to accept 
such statements.’ ”’ —MEDICAL DIRECTOR. 





Magic 
T° THE EpiTor: In your November number, on page 
486, there was a note about the article in Colliers 
for October 22, by Bill Davidson entitled “Donora: 
The Case of the Poisoned Air.” You overlooked 
something. Bill says: “In Los Angeles, for example, 
the oil refineries poured a total of 700,000 tons of 
sulphur dioxide into the air every day—as recently 
as last autumn.” A little investigation discloses that 
the Los Angeles refineries, on the basis of 300 work- 
ing days per year, handled an average of 251,000 
tons of oil per day—also as recently as last autumn. 
Of course, the oil chemists are pretty good, but it 
would seem that Bill’s figures are the magic of the 
pen rather than the process. However, it’s a good 
trick if you can do it. Possibly our smart feature 
writers are learning from the government propagan- 
dists. Those fellows are just full of good tricks. 
For example, the other night we heard the Social 
Security Administrator, on the radio, peddling the 
administration’s compulsory health program. He 
said: “I am terribly against socialized medicine. 
That’s why I’m for national health insurance.” 
There, Mr. Editor, is the prize non sequitur of the 
year. As for me, let me sign this —DISGUSTED. 
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The A. M. A. Council on Industrial Health 


HE Council on Industrial Health of the American 

Medical Association is now composed as follows: 
ANTHONY J. LANZA, M.D., Chairman, New York City; 
LEVERETT D. BRISTOL, M.D., Harrisburg, Pennsylvania; 
WARREN F. DRAPER, M.D., Washington, D.C.; RAYMOND 
HUSSEY, M.D., Detroit; RUTHERFORD T. JOHNSTONE, 
M.D., Los Angeles, California; ROBERT A. KEHOE, M.D., 
Cincinnati; HENRY H. KESSLER, M.D., Newark, New 
Jersey; PAUL B. MAGNUSON, M.D., Washington, D.C.; 
WILLIAM A. SAWYER, M.D., Rochester, New York; 
CLARENCE D. SELBY, M.D., Detroit; JAMES S. SIMMONS, 
M.D., Boston; HAROLD A. VONACHEN, M.D., Peoria, IIli- 
nois. CARL M. PETERSON, M.D., is Secretary of the 
Council, and STANLEY J. SEEGER, M.D., is Chairman 
Emeritus. The following is adapted from the report 
of the Council, which is being presented at the 
A.M.A. Clinical Session, Washington, D.C., Decem- 
ber 6-9, as the report appears in The Journal of the 
American Medical Association for November 5, 1949: 


The Council Report 


Or of the significant events of the past year was 
the adoption by the House of Delegates of a 
program for the advancement of medicine and pub- 
lic health, one section of which advocated greater 
emphasis on industrial medicine and on accident 
prevention. The Council on Industrial Health has 
directed its principal efforts toward a practical im- 
plementation of this broad policy. 


Labor and Management 
puszic ACCEPTANCE: Improvement in the amount 
and quality of industrial medicine depends funda- 
mentally on increased public acceptance. Authoriza- 
tion was requested and received to set up some form 
of regular permanent consultation with labor and 
management on the assumption that wider support 
would occur through joint rather than single-handed 
effort. Several preliminary meetings with represen- 
tatives of the American Federation of Labor, the 
Chamber of Commerce of the United States, the Con- 
gress of Industrial Organizations and the National 
Association of Manufacturers have uncovered strong 
interest. A basic plan for cooperative activity, 
agreeable to the representatives of these organiza- 
tions, has been prepared for ratification by the 
Board of Trustees... 


Training and Organization 
PROFESSION AL RELATIONS: As the demand for med- 
ical service in industry grows, it is important that 
the medical profession be prepared to meet it. Two 
major activities have been stressed by the Council— 
adequate training and professional organization. 
During the past two years, a member of the Council 
staff has been actively engaged in assessing the 
educational resources for industrial medicine in the 
United States and Canada at the undergraduate, 
post-graduate, residency and fellowship levels. His 
findings, on the whole, show commendable improve- 
ment. Several reports descriptive of the current 
educational picture are in the final stages of pre- 
paration. 

In recent months the Council has received more 
inquiries from the committees on industrial health 
in the state and county medical societies than at any 
previous time. Some of these committees are newly 
formed, and in some instances it is a new chairman 
of a well established committee who is seeking to 


develop a more active program. All want to know 
how to promote industrial health. A number of out- 
standing industrial health conferences have been 
sponsored by these groups all over the country. This 
record of spontaneous constructive action is the most 
encouraging feature of the Council’s program. As 
a result, a census of all committees on industrial 
health is being taken which, when completed, will 
provide the means for supplying these committees 
with a series of recommended practices based on 
the best and most successful current programs. 

In the same way, the industrial medical interests 
of specialty organizations will be emphasized in order 
that the requirements of industry may be better un- 
derstood by the major consulting specialty groups— 
surgery, dermatology, ophthalmology and internal 
medicine. 

To promote better integration within the American 
Medical Association and with closely allied organi- 
zations, the Editor of the Archives of Industrial Hy- 
giene and Occupational Medicine, the delegate from 
the Section on Preventive and Industrial Medicine 
and Public Health, the Chief of the Division of In- 
dustrial Hygiene of the U.S. Public Health Service 
and the President of the AMERICAN ASSOCIATION OF 
INDUSTRIAL PHYSICIANS AND SURGEONS have been ap- 
pointed as ex-officio members of the Council. 


Ex-Officio Members 


TH ex-officio members appointed to the Council 
are as follows: 

PHILIP DRINKER, Boston, in his capacity as Editor 
of Archives of Industrial Hygiene and Occupational 
Medicine. 

STANLEY H. OSBORN, M.D., Commissioner of Health, 
Connecticut Department of Health, Hartford, in his 
capacity as Delegate from the A.M.A. Section on 
Preventive and Industrial Medicine and Public 
Health. 

JAMES G. TOWNSEND, M.D., Washington, D.C., in 
his capacity as Chief, Division of Industrial Hygiene, 
U.S. Public Health Service. 

ALFRED H. WHITTAKER, M.D., Detroit, in his capac- 
ity as President of the AMERICAN ASSOCIATION OF 
INDUSTRIAL PHYSICIANS AND SURGEONS. 


Standing Orders 


[NbusTRIAL NURSING: Some years ago the Council 

prepared “Standing Orders for Nurses in Indus- 
try” which were recommended to the profession at 
large as guides to practical physician-nurse relations 
in industry. Unfortunately, these orders have come 
to be regarded as substitutes for the personally de- 
vised and signed instructions of individual plant 
physicians and in certain areas have been used as 
subterfuges by nurses who engage in procedures 
for which they are not professionally qualified. Sev- 
eral prosecutions of nurses for violation of medical 
practice acts are of serious concern to the industrial 
medical and industrial nursing professions, as well 
as to industry itself. The entire matter of standing 
orders is currently under investigation by a joint 
committee whose findings will be used by the Coun- 
cil in its proposed revision of this material. 


Accidents 


CCIDENT PREVENTION: Several recent resolutions 
of the House of Delegates have enunciated the 
great concern of the medical profession over the 
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growing menace of accidents. These resolutions ex- 
press the intention of the American Medical Asso- 
ciation to cooperate with all agencies interested in 
accident control. The Secretary of the Council par- 
ticipated in the President’s Conference on Industrial 
Safety in the spring and placed on record with the 
Bureau of Labor Standards the American Medical 
Association’s viewpoint. It is expected that this 
program, sponsored by the President through the 
U.S. Department of Labor, will come to be an im- 
portant annual function. 

Since the National Safety Council is the principal 
independent agency in the field, these same resolu- 
tions were submitted to its president and managing 
director. It has been determined that although many 
departments in the American Medical Association 
are concerned, it will be least confusing to channel 
all contacts through the Council on Industrial Health 
at the outset. It has been agreed also that a joint 
planning committee made up of three representatives 
from each group will meet to determine ways in 
which the doctor and the safety engineer can reduce 
accidents in industry, in the home, in the school and 
on the highway. 


New Horizons 
OCIAL IMPLICATIONS OF INDUSTRIAL MEDICINE: In 
lieu of wage increases, present trends in labor- 
management negotiations emphasize welfare bene- 
fits, many of which involve the medical profession 
to a greater or lesser degree. Certainly the phy- 
sician in industry will find his sphere of action 
and influence considerably broadened. It is doubt- 
ful that the medical interest involved is clearly 
realized, even by the profession itself. Two projects 
are expected to define the nature of and demand 
for medical participation in industrial welfare pro- 
grams. The Council on Medical Service has appoint- 
ed a committee to investigate over-all medical serv- 
ices for industrial workers and has invited the 
Council on Industrial Health to nominate members 
of this committee. In addition, it will consider cash 
sickness insurance with its attendant problems of 
certifying the nature and probable duration of non- 
occupational illness or injury. The Council on In- 
dustrial Health, the Board of Trustees and the 
House of Delegates all have approved the general 
policy of cooperative industrial health planning by 
management, labor and medicine, provided scientific 
and ethical standards are maintained. It is the Coun- 
cil’s belief that this passive approval should be 
changed to active insistence. At all events, a definite 
policy is urgently needed. 

The industrial physician also is assuming much 
greater importance in plant personnel and indus- 
trial relations. These have profound implications in 
cur industrial civilization and involve also the pro- 
fessional skills of the sociologist, anthropologist and 
psychologist. The Council strongly feels the need 


for dependable advice along these several lines and 
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is setting up a group of consultants capable of 
qualified consideration of these matters and with 
ability to carry on a program of integrated education 
and action. 


Compensation 

ORKMEN’S COMPENSATION AND REHABILITATION: 

Workmen’s compensation administration has 
taken on added significance by reason of recent 
legislation in New York State which assigns respon- 
sibility for unemployment compensation for non- 
occupational disability to the industrial commission 
rather than to the state unemployment division. All 
state medical societies have been notified of the 
expert assistance in workmen’s compensation prob- 
lems now available through consultants attached to 
the Council on Industrial Health. The number and 
diversity of inquiries already received amply testify 
to the usefulness of this activity. A clearer under- 
standing of the major issues in this important field 
has developed through professional contacts, cor- 
respondence, attendance at meetings, and question- 
naires. There is universal agreement that great pro- 
gress can be made by setting up some form of regular 
consultation between the state medical societies and 
the industrial commissions. To facilitate such con- 
sultation, records of successful administrative and 
medical procedure are being collected as a means for 
joint consideration. Liaison with the International 
Association of Industrial Accident Boards and Com- 
missions and with the American Bar Association is 
planned and should promote better common under- 
standing of medical, legal and administrative prob- 
lems. 

Although major responsibility for rehabilitation 
affairs rests with the Council on Physical Medicine 
and Rehabilitation, the Council on Industrial Health 
retains a major interest in those phases which deal 
with re-employment of the disabled. During the year, 
the Secretary of the Council was appointed a mem- 
ber of the Executive Committee of the President’s 
Committee on National Employ the Physically Han- 
dicapped Week, in addition to acting as chairman 
of the Medical Subcommittee. A recent government 
appropriation gives assurance that this agency will 
conduct a vigorous campaign to give the handicapped 
not preferential treatment but equal opportunity 
for jobs they are capable of performing. 


The 1950 Annual Congress 
T# TENTH Annual Congress on Industrial Health, 
sponsored by the Council on Industrial Health 
of the American Medical Association, will be held 
at the Roosevelt Hotel in New York City, February 
20 and 21, 1950. The sessions will feature discussions 
on industrial medical service, environmental hygiene, 
and human relations in business and industry. For 
detailed information, write DR. CARL M. PETERSON, 
Council Secretary, 535 North Dearborn St., Chi- 
cago 10. 
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Memorial Fund 


Ego AMERICAN FOUNDATION OF OCCUPATIONAL 
HEALTH is receiving sums of money as me- 
morials to DR. SAPPINGTON. Already there are 
gifts from the INDUSTRIAL PHYSICIANS CLUB, of 
Detroit, the WESTERN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS, and the CENTRAL 
STATES SOCIETY OF INDUSTRIAL MEDICINE AND SUR- 
GERY. Though these are in DR. SAPPINGTON’S 
name, he would be the first to suggest that they 
be made the beginning of a permanent memorial 
gift fund, established by the Foundation, through 
which it can apply the remembrances to pur- 
poses in keeping with their intent. This might 
even be known as the “Pioneer Memorial Fund”— 
DR. SAPPINGTON’S 25 years of single-minded en- 
deavor, and the unique place he made for himself 
in industrial medicine and industrial hygiene 
surely entitle him to be considered a pioneer in 
the full sense of the term. But however it may 
be called, such a memorial fund will be a thought- 
ful and pleasing means of tribute to those whom 
their friends want to honor. 


The Donora Report 


¢¢ AIR Pollution in Donora, Pa.; Epidemiology 

of the Unusual Smog Episode of October, 
1948; Preliminary Report,” is the title of Public 
Health Bulletin No. 306. This is a creditable 
piece of work, carefully prepared, and imposingly 
presented. It is in five parts: (1) Introduction; 
(2) Biological Studies; (3) Atmospheric Studies; 
(4) Discussion of Cause of Episode; (5) Sum- 
mary and Recommendations. These make up a 
book of 174 text pages, about 9 x 12 in size, well 
illustrated with tables, charts and photographs. 
The comments on this report have been varied. 
It is praised on the one hand as being exhaustive 
and detailed, while on the other it is criticized 
as lavishly overdone. The criticisms have political 
overtones, centering mostly about the suspicion 
that the report was intended not only to present 
the facts but also to make an impression on Con- 


gress in connection with a substantial appropri- 
ation. A bill on the matter is said to be now in 
the hopper. There may be an element of propa- 
ganda in this picture. But, for once, we are 
tempted to say “What of it?” The Public Health 
Department hasn’t been the fair-haired boy for 
quite some time. In this instance, if it wants 
money it is more than asking; it is impressively 
deserving. 


Slips That Pass in the Smog 


je Letter to the Editor signed “Disgusted” 
(page 534) calls attention to something that 
should interest the Los Angeles Chamber of 
Commerce. We looked it up, and Bill Davidson’s 
article in Colliers for October 22, 1949, actually 
says: “In Los Angeles, for example, the oil re- 
fineries poured a total of 700,000 tons of sulphur 
dioxide into the air every day—as recently as 
last autumn.” That’s an awful lot of sulphur 
dioxide! It is possible that the manuscript might 
have read “700 to 1000 tons,” or even “700,000 
pounds.” But maybe it was a smoggy day out- 
side, and the compositor, having set the article 
up to that point, was so keyed to its tempo of 
panic that he was afraid anything less than 
“700,000 tons” would be anticlimax. 


No Politics 


WASHINGTON columnist tells us that “thou- 

sands of words have been rained upon the 
reading public about the inequities (sic) of 
bureaucrats.” And then, to prove that there are 
good bureaucrats, he mentions the bureau at 
Bethesda, Maryland, where the sign on the door 
says: “Infectious Diseases.” Inside, “the doctor 
in charge of polio research, DR. CHARLES ARM- 
STRONG, spent eight months in bed and nearly 
died from tularemia, or rabbit fever, and also 
came down with dengue fever, parrot fever, Q 
fever and encephalitis on other assignments. An- 
other important research task force, under DR. 
LEON ATLAS, is exploring the common cold. He 
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already has isolated the elusive virus which causes 
colds....Two other researchers, DR. CHARLES 
SHEPARD and DR. ROBERT HUEBNER, have made 
encouraging progress in the fight against Q fever 
—and, as usual, caught Q fever in the process. 
Doing field work in Texas DR. JAMES WATT traced 
bacillary dysentery to flies and was able almost 
to eliminate it by fly control. 
tinuing his experiments in another area near 
New Orleans. All research in the laboratory is 
under the general supervision of DR. KARL HABEL, 
who has been bedridden with Q fever and en- 
cephalitis, but is now searching for a potent 
rabies vaccine.” These men deserve unstinted 
praise. They are doing a wonderful work, for 
considerably less remuneration than could be 
theirs in private practice. But why call them 
“bureaucrats?” The mainspring of their interest 
isn’t the fact that they are employees of the 
government. They do what they do because they 
are doctors. 


Published Here 


HE current Reader’s Digest (December, 1949) 

has an article by Paul de Kruif entitled “Is 
This, at Last, Good-Bye to the Common Cold?” 
The opening paragraph states that on November 
15, 1949, “occurred the scientific publication— 
in the New York State Journal of Medicine—of 
a powerful preventive, etc.”” The “scientific pub- 
lication” referred to is an article by DR. JOSEPH J. 
ARMINIO and DR. CHARLES C. SWEET on their con- 
trolled study of an antihistamine in the treat- 
ment and prevention of colds. The place of pub- 
lication, however, was not as above set forth, 
but is this issue of INDUSTRIAL MEDICINE AND 
SURGERY, where the article by DRS. ARMINIO and 
SWEET will be found on pages 509-511. 


Tactful Overture 


T ITs first meeting in September the new Ad- 
visory Committee to the Public Health Serv- 

ice on industrial hygiene made the recommenda- 
tion that the Surgeon General enter into con- 
sultation with the Secretary of Labor, looking 
toward the solution of conflicts in the field of 
industrial hygiene. “An agreement should be 
reached giving full recognition to the proper 
function of the Federal and state labor depart- 
ments in the enforcement of laws, codes, and 
regulations affecting the safety, health, and well- 
being of workers in industry. The agreement 
should also give full recognition to the highly 
important functions of the Public Health Service 
and the state departments of health in the tech- 
nical and medical fields of industrial hygiene. 
These two important groups should jointly inte- 


Now he is con- 
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grate these efforts to insure the good health and 
well-being of workers in industry. When such 
agreement is reached, it should be circulated to 
the appropriate state agencies as to suggested 
policy in the field of industrial hygiene.” The 
good sense of this recommendation is self-evident. 
It is a tactful and reasonable approach to a 
situation that ought to be resolved. The results 
of the Surgeon General’s overtures will be await- 
ed with interest. 














DR. PILGRIM 








URING the last five years or so the little de- 

partment titled as above has appeared reg- 
ularly in these pages. It will not be there any 
more. Its author has completed his pilgrimage. 
Mid-morning of Sunday, November 6, he crossed 
the deep river and came to the shining city. At 
the gate it was reported of him that the part of 
the world where he had been was a little better 
for his having lived in it. And then the gate 
closed upon him, and he was parted from the 
sight of his friends. And it was said among them 
that, of the Pilgrims who had made the journey, 
he was like to Mr. Valiant-for-Truth. For truth 
was in him, and he was stalwart in its cause. 
His lifetime vision of his field of endeavor was 
the embodiment of truth—scientific, human—in 
principles, standards, meanings, applications. So 
firm was his conviction of truth that it almost 
was prophecy; so sound was it that he lived to 
see much of it become fact. Withal he was a 
gentle man, kindly, thoughtful, understanding. 
He loved his work, his home, his music, his 
friends. His “Dr. Pilgrim” column was especially 
dear to him because in it he could mention his 
friends. As we say goodbye to it, and to the 
simple, forthright, guileless, lovable soul who 
wrote it, we think again of the text of “Pilgrim’s 
Progress,” which now has utmost significance: 
“After this it was noised abroad that Mr. Valiant- 
for-Truth was taken with a summons by the same 
post as the other, and had this for a token that 
the summons was true, that his pitcher was 
broken at the fountain. When he understood it 
he called for his friends and told them of it. Then 
he said: ‘I am going to my fathers, and though 
it is with great trouble that I have got hither, 
yet now I do not repent me of the pains I have 
been at to arrive where I am. My sword I give 
to him that shall succeed me in my pilgrimage; 
my courage and skill to him that can get it. My 
marks and scars I carry with me to be a witness 
for me that I have fought His battles who now 
will be my rewarder.’ ” 
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The Importance 
of Safety 
in Antihistamines 


SOME COLD FACTS BROUGHT TO YOU BY THE 
SAFEST THERAPEUTICALLY EFFECTIVE ANTIHISTAMINE 


ANAHIST 
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| There continues to be a great difference in performance and safety 
of the antihistamines now offered for sale. 


2 ANAHIST’S chemical compound has a rigidly controlled clinical 
background of effective and safe use for colds . . “particularly useful in 
patients unable to tolerate other antihistaminic drugs.”” Wayne University . . .““Because of 
its low toxicity at therapeutically effective doses ... recommended as the safest antihista- 
mine drug.” Long Island College of Medicine... “No serious side reactions have been re- 
ported.” School of Medicine, University of Pittsburgh. 


3 It is now possible to cut absenteeism in industry, by controlling the 
common cold, both safely and effectively with ANAHIST, taken upon 
exposure or at the first signs of a cold. 





* Dosage: One ANAHIST tablet four times 
a day, after meals and before retiring. 


* For industrial use ANAHIST is available ; 
in bottles of 1,000 tablets. siti 
. Aeblels 


A hi t 
* Literature, price schedules and samples ANAHIST 
for clinical trial supplied upon request. Om all 
a 
INC 


FOR SYMPTOMATIC RELIEF 
OF COLDS & HAY FEVER 


Por adults or children one tablet after Yonkers 2, N. Y. 


Anahist is the exclusive trademark of the Anahist Co., ohne LA 9, Te. 


Ine., for its brand of Thonzylamine Hydrochloride. WE Olekat Ce. Src Youkou 2QWVY 
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"Pick-Me-Up" 
M* ATTENTION has recently been 
called to the habit prevalent 
in some localities of raiding first- 
aid kits for aromatic spirits of 
ammonia. Purpose: an _ early 
morning pick-me-up. Anyone who 
uses this method of getting a 
little of the hair of the dog that 
bit him is certainly getting all 
the hair, and most of the hide! 
The dangers inherent in this type 
of self-medication are obvious, 


and the cure is to be found in 
replacement of the liquid by am- 
poule type inhalants or stimu- 
lants. It is, however, of sufficient 
importance to industry to demand 
a concerted effort to combat it. 


—From “Self-Medication,” by 
Rosert W. Butuier, M.D., in 
Industrial Nursing News Let- 

ter, October, 1949. 


Already 


T system was put into opera- 
tion in England on July 5, 


1948. Already obstetric and den- 
tal anesthesia and endocrine 
therapy have been banned be- 
cause the authorities consider 

them to be unnecessary. 
—M. Prerce Rucker, M.D., quocted 
in Newport News, Virginia, 
Press, October 11, 1949. 

Fire 

Static electricity from a man’s 
body was blamed for a fire in 
an Indianapolis paint factory. 
When the man opened a lacquer 
thinner valve, flames shot out 





. 
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B-D PRODUCTS 
cMade for the Profession 





For best results always use a < 
B-D Needle with a B-D Syringe. 





Becton, Dickinson AND ComPANY, RUTHERFORD, N. J. 


With hypodermic syr- 
inges, too, it’s how long they last under 
repeated usage that determines their cost. 
You don’t buy just a hypodermic syringe; 
you buy HYPODERMIC SERVICE. 

B-D syringes stand up longer under 
constant use, repeated sterilization, and 
ordinary handling. They save through 


into the room. 


—Fire Insurance Facts & 
Trends, October, 1949. 


All-India Conference 
Un the auspices of the 
Society for the Study of 
Industrial Medicine, the first 
All-India Conference on In- 
dustrial Medicine will be held 
on December 22 and 23, 1949, 
at Jamshedpur, the largest, 
and one of the oldest, of the 
industrial centers in India. 
The Society’s headquarters 
are at Tata Main Hospital, 
Jamshedpur, Bihar, India. 


Post-Graduate 

EGINNING with the current 

academic year, the Har- 
vard University School of 
Public Health’s department of 
industrial hygiene has under- 
taken a new type of post- 
graduate industrial health 
program. This, divided into 
three major fields: industrial 
medicine, environmental hy- 
giene, and public health, in- 
cludes courses in planning, 
organizing and _ directing 
health efforts of industrial 
companies, whole industries, 
groups of companies and em- 
ployees. The related teaching 
and research facilities of 
Harvard University includ- 
ing certain special facilities 
at the Massachusetts Insti- 
tute of Technology and other 
cooperating institutions, are 
available. The head of the 
department is PHILIP DRIN- 
KER, L.L.D. The courses are 
open to all qualified physi- 
cians, with preference to per- 
sons who have had experience 
in industrial medicine. Suc- 
cessful candidates will be 
awarded the newly estab- 
lished degree of Master of 
Industrial Health. Applica- 
tions may be sent direct to the 
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secretary, Harvard School 
of Public Health, 55 Shat- 


tuck Street, Boston 15. 
—Am. J. Public Health, 
October, 1949. 


Conflicts 


WE HAVE recently ap- 

pointed an advisory 
committee to work with 
our industrial Hygiene Di- 
vision. The first of a series 
of formal recommenda- 
tions made by this com- 


mittee was this: “The 
committee recommends 
that the Surgeon General 
enter into consultation 


with the Secretary of La- 
bor looking toward the 
solution of conflicts in the 
field of industrial hygiene. 
An agreement should be 
reached giving full recog- 
nition to the proper func- 
tion of the Federal and 
state labor departments in 
the enforcement of laws, 
codes, and regulations af- 
fecting the safety, health, 
and well-being of workers 
in industry. The agree- 
ment should also give full 
recognition to the highly 
important functions of the 
U.S. Public Health Serv- 
ice and the state depart- 


ments of health in the 
technical and _ medical 
fields of industrial hy- 


giene. These two impor- 
tant groups should jointly 
integrate these efforts to 
insure the good health and 
well-being of workers in 
industry. When such 
agreement is reached, it 
should be circulated to the 
appropriate state agencies 
as a suggested policy in 
the field of industrial 
hygiene.” 

—From “Immediate and Ur- 
gent Problems in Public 
Health,” by Surceon GEN- 
BRAL LEONARD A. SCHEELE, 
M.D., at the meeting of 
State and Territorial Health 
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Emergency Sutures 


This compact emergency kit contains a practical assort- 


ment of sutures for the types of closure usually encoun- 
tered in industrial surgery. 


All made to Ethicon’s high standards of quality and 


workmanship. 


Order from Your Surgical Dealer 


ETHICON 


All Sy) (J 





ETHICON SUTURE LABORATORIES 


DIVISION OF JOHNSON & JOHNSON, NEW BRUNSWICK, N. J. 





Officers, Washington, D.C., 
October 19, 1949. 


Joint Responsibility 
A’ THE first general meeting of 
the Annual Convention of 
the Medical Society of Virginia, 
October 10, 1949, DR. ROBERT LO- 
MAX WELLS of Washington, Med- 
ical Director for the Chesapeake 
and Potomac Telephone Com- 
pany, stressed the importance of 
the “joint responsibility” of the 
private practitioner and the in- 
dustrial physician. Industrial 


physicians” he said, “are striv- 


ing, and succeeding in most quar- 
ters, in establishing a realistic 
and ethical pattern for industrial 
medicine, one that is fair and 
productive of benefits to all par- 
ties concerned. Management, la- 
bor and medical leaders have all 
contributed to a better under- 
standing of this field of medical 
practice. The physician practic- 
ing industrial medicine today 
does not change his concept of 
medical ethics and does not seek 
to violate confidential relation- 


ships because he has elected to 
interest himself in the problems 
of both employer and employee. 
He has simply broadened his hor- 
izon. He now has a bilateral 
sphere of influence on the health 
of the worker...It is not suf- 
ficient to know that your patient 
works for the government, in a 
store or in a factory. You must 
know something of what that pa- 
tient does on the job in order to 
know whether or not it is influenc- 
ing the patient’s health and if 
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he or she can safely carry out 
the job requirements without 
harm to self or fellow workers. 
Also, Dr. Wells pointed out that 
the greater part of the patient’s 
life is of necessity spent away 
from the job and under other in- 
fluencing factors. “How does your 
patient get to and from his job? 
How long does it take him? These 
are real factors affecting his 
whole health outlook and particu- 
larly his emotional pattern. 1 
would urge you to consider these 
influences and not to let yourself 
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fall into the habit of ‘blaming 
everything on the job.’ ” 


—Newport News, Virginia, Press, 
October 11, 1949. 


Industrial Hygiene Code 
A UNIFORM code of industrial 
hygiene for use by health and 
safety authorities will be devel- 
oped by a committee of the Amer- 
ican Standards Association, work- 
ing with representatives of all 
groups concerned with the health 
of workmen. This was deter- 
mined at a meeting of the A.S.A.’s 
safety code correlating committee 
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in the Waldorf-Astoria, October 
11. The proposed code, for guid- 
ance of regulatory authorities and 
individual plants, was recom- 
mended at the opening session 
of the standards group’s thirty- 
first annual meeting. A draft of 
an actual code of this type was 
presented to the safety code com- 
mittee by the American Confer- 
ence of Governmental Industrial 
Hygienists and accepted by the 
A.S.A. group as a basis for study. 
At the same time, the safety code 
group authorized the formation of 
a special committee to deter- 
mine the scope of the proposed 
coordinated material stand- 
ards, how the work shall be 
carried out, and to recommend 
what industrial groups should 
participate. The objective is 
to frame these standards in 
time to report them to the 
President’s Conference on In- 
dustrial Safety which is sched- 
uled to be held next June. 
While separate standards 
have previously been framed 
through the A.S.A. on such 
topics as adequacy of light- 
ing, protective equipment for 
the head and eyes, and allow- 
able concentrations of dusts 
and gases, the new committee 
is understood to be aiming 
at standards of much broader 
scope. Provisions covering 
medical and health services, 
administration of health and 
safety measures and respon- 
sibilities of employers and 
employees were contained in 
the code proposed by the gov- 
ernmental industrial hygien- 
ists and accepted as a basis 





for study. 
—From New York Herald- 
Tribune, October 12, 1949. 
Leprosy 


N ENLIGHTENED countries 

industrial concerns are 
more and more acknowledg- 
ing their responsibility for 
patients who contract dis- 
ease in the course of their 
work. If such a rule is ap- 
plied to leprosy, it is obvious 
that preventive work must 
not wait until the disease has 
advanced to a point at which 
it can no longer be hid. Not 
only at the initial medical 
examination when the worker 
is first employed, but also at 
periodical general medical ex- 
aminations leprosy must be 
looked for. This implies that 
the examining doctors are 
familiar with the signs of 
leprosy. Moreover, whatever 
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type of leprosy is found, 
tuberculoid or lepromatous, 
the patient’s vocational, do- 
mestic and social contacts 
should as far as possible be 
examined, to find out those 
from whom he has acquired 
the disease or to whom he 
may have transmitted it. Too 
often leprosy has been con- 
sidered a condition apart, 
scarcely worthy to be classed 
as a disease. Its existence has 
been considered a disgrace, 
one to be hidden, not to be 
faced. Its alleviation has 
been left to charity rather 
than accept its control as a 
responsibility. An asylum 
for the down-and-out beggar 
has been mooted as a con- 
cession to aesthetic taste. 
This attitude is neither scien- 
tific nor business like; it leads 
nowhere and merely post- 
pones the evil day. Leprosy 
control must cover the whole 
industrial unit, including the 
camp-followers in the out- 
skirts. It must furnish clinics 
which may economically be 
combined with skin, venereal 
and other diseases. There 
must be surveys, follow-up 
and examination of contacts, 
and these must be continuous, 
not sporadic. Provision must 
be made for wards and pri- 
vate quarters to suit all kinds 
of patients who need isolation 
or hospitalization. Non-in- 
fectious, or only slightly in- 
fectious, cases when they 
need hospital treatment 
should find it in the general 
hospital. There must be a 
thoroughly trained and ad- 
equate staff; but it is not 
always economic to deal with 
leprosy by itself when sur- 
veys and examinations have 
to be made. It may be wiser 
to combine leprosy with other 
diseases and _ public-health 
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When : 
the : 
diagnosis : 
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Impetigo Contagiosa 


Ointment 
is the Antibiotic of Choice 


The cutaneous bacterial invasion responsible 
for impetigo contagiosa is quickly eradicated 
by the specific antibiotic influence of 
Bacitracin Ointment-C.S.C. This unusual 
antibiotic inhibits the growth of many 
staphylococci and streptococci, producing 
clinical remission of the skin infection with- 
in a few days. 


Absence of sensitization or local allergic 
manifestations following its use makes 
Bacitracin Ointment-C.S.C. especially val- 
uable in topical therapy. The period of 
therapy is governed by the clinical situation 
under treatment, and not by the shortcom- 
ings of the medication. 


Bacitracin Ointment-C.S.C. is indicated 
in the treatment of many cutaneous infec- 
tions: infectious eczematoid dermatitis, in- 
fected ringworm, infected eczema, ecthyma, 
infected wounds and ulcers, furuncles and 
carbuncles. It makes an excellent surgical 
dressing for draining wounds. 


Bacitracin Ointment-C.S.C., containing 500 units of 
bacitracin per gram, is supplied in 4 oz. and 1 oz. tubes. 


CSC Flarmaceilicals 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 





17 EAST 42ND STREET, NEW YORK 17, N, Y. 








subjects. Above all, much will 
depend on the status, knowledge 
and enthusiasm of the specialist 
in charge, and the support given 
him by the management, his 
colleagues and the public. Lep- 
rosy, though its morbidity and 
fatality are far less than those 
of tuberculosis and other ende- 
mic diseases, produces perhaps 
most dread and distress of all. 
It would be strange indeed 
if the faith, courage and business 
acumen, which have raised the 
Jamshedpur industries to their 
present high level, did not suc- 
ceed in bringing this scourge un- 


der control within the near future. 


—From “Leprosy and Industry,” by 
ERNeEst MUIR, C.M.G., C.E.L., M.D., 
F.R.c.8. (Edin.), in Proceedings of 
the Society for the Study of Indus- 


trial Medicine, Jamshedpur, Bihar, 
India, Quarterly Journal, Septem- 
ber, 1949. 


Industrial Medicine Symposium 
SYMPOSIUM on Industrial Med- 
icine, sponsored by the Com- 
mittees on Industrial Health of 
the Illinois State and Chicago 
Medical Societies, the A.M.A. 
Council on Industrial Health, the 
Division of Industrial Hygiene of 
the Illinois Department of Public 


Health, and the Department of 
Preventive Medicine and Public 
Health, College of Medicine, 
University of Illinois, was held on 
November 2, 1949, at Chicago, 
with the following program: 

“The Need for Cooperation be- 
tween the General Medical Pro- 
fession and Industry”—GEORGE F. 
LULL, M.D., Secretary and General 
Manager, American Medical As- 
sociation. 

“What Kind of Medicine Does 
Industry Need?”—ARTHUR K. PE- 
TERSON, M.D., Medical Director, 
R. H. Donnelley Corporation, Chi- 
cago. 
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“How Can the General Prac- 
titioner Help Out?”—JOSEPH H. 
CHIVERS, M.D., Medical Director, 
Crane Company, Chicago. 

“Pitfalls in Diagnosis of Occu- 
pational Diseases’—MILTON H. 
KRONENBERG, M.D., Assistant Med- 
ical Director, Caterpillar Tractor 
Company, Peoria, Illinois. 

“Compensation Problems in In- 
dustrial Medicine”—c. 0. SAPPING- 
TON, M.D., DR. P.H., Industrial 
Health Consultant, Chicago. 

“Practical Points in the Man- 
agement of the Industrial Der- 


Chicago. 


diseases. 


matoses’””—LEONARD 
M.D., Clinical Professor of Der- THs WEEK, the magazine sec- 


matology, University of Illinois, 


The purposes of this Sympo- 
sium were (1) To assist the prac- 
titioner of medicine in the man- 
agement and care of industrial 
(2) To stimulate co- 
operation between the general 
practitioner and industry. (3) To 
bring about a better understand- 
ing of industrial health programs 
in Illinois. (4) To promote an in- 
terest in industrial medicine. 


F. WEBER, Safety in Athletics 

tion of Chicago Daily News, 
November 26, 1949, has an article 
by MORT WEISINGER entitled “They 
Don’t Have to Get Hurt,” which 
explains how schoolboy athletics 
can be safe. The author mentions 
DR. VINCENT NARDIELLO, examin- 
ing physician for the New York 
Boxing Commission, who recom- 
mends the new thumbless boxing 
glove to prevent eye-gouging and 
thumb dislocations; and DR. HARRY 
E. MOCK, SR., who for more than 
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25 years has been gravely 
concerned with football fatal- 
ities, and has made a special- 
ty of the problem of head in- 
juries to gridiron athletes. 
“Together with his two sons, 
also surgeons, DR. MOCK an- 
alyzed the case histories of 
more than 8,000 injured 
players from every state. 
Their conclusions: ‘Modern 
football helmets offer inad- 
equate protection, leave the 
base of the skull and the back 
of the neck vulnerable. The 
player who wears a plastic 
helmet is committing athletic 
hari-kiri.’ ” 


Phantom Pain 
AMPUTEES may look forward 
to relief from phantam 
limb pain, according to a Bri- 
tish physician who gives the 
glad news in a British Med- 
ical Journal article. The 
nerve endings in the stump 
are given a periodic thump- 
ing with a wooden mallet or 
mechanical vibrator. Usually, 
the pain disappears within 
10 minutes, says the doctor. 


Available ONLY to 
the PROFESSIONS 
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And he adds that the patient 
can readily learn to do the 
thumping himself. 


—Rehabilitation News Letter, 
November, 1949. 


Reinforce Dietary Management with Positive Pharmacologic 
Encouragement. Profetamine Phosphate (monobasic amphet- 
amine phosphate, racemic, C & C) Chewing Gum provides all 
the actions of amphetamine (as set forth by Freed’): 





New Medical Center 


TH NEW, modern building 

under construction on the 
property of American Cyan- 
amid Company’s Calco Divi- 
sion Plant will bring to the 
company’s employees and to 
‘tthe members of the Piney 
River community the full- 
time services of a doctor. For 
many years the residents of 
Piney River have been forced 
to travel long distances to a 
larger center for medical at- 
tention, their small numbers 
hardly warranting the full- 
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time services of a resident 

physician. In the beginning, too, 
Cyanamid felt that its employee 
group was so small and medical 
attention so rarely needed that 
doctors in neighboring villages 
could take care of them. As the 
plant grew in size, however, the 
new employees and their families 
settled in the Piney River com- 
munity, the need for a perma- 
nent doctor became more and 
more apparent. A recent survey 
by the head of the Medical De- 
partment of American Cyanamid 
Company, DR. D. 0. HAMBLIN, con- 
firmed the growing need. The 


company decided, therefore, to 
erect a building on its own pro- 
perty and to install a competent 
doctor who would take care of 
the medical requirements of the 
community as well as those of 
the company employees. Con- 
struction of the building is well 
under way, and the services of 
DR. ERWIN L. HIRSLEY have been 
obtained. DR. HIRSLEY was born 
in Glognitz, Austria, in 1908, ap- 
proximately 50 miles south of 
Vienna. He attended public 
schools in Vienna and graduated 
from the University of Vienna 


Medical School in 1933. Intern- 
ship, resident and post-graduate 
training were at various hospitals 
in Vienna. He taught anatomy 
at the University of Vienna Med- 
ical School for three years before 
and after graduation, and was a 
general practitioner near Vienna 
for about two years. For the 
next three years he was associated 
with the American Methodists 
and English Presbyterians as a 
Missionary Doctor to China. He 
came to the United States in 
1940. From 1940 to 1945 he did 
general and industrial practice in 
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various parts of this country. 
From 1945 to 1949 he was a com- 
missioned officer with the U.S. 
Public Health Service serving in 
New Mexico, Alabama and North 
Carolina. He will be employed 
by American Cyanamid Company 
to take care of occupational med- 
ical needs of employees several 
hours a day. The rest of his time 
will be devoted to private practice 
among the residents of Piney 
River and nearby communities. 


—Amherst, Virginia, New Era Pro- 


gress, November 3, 1949. 
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Industrial Medical Seminar 
TH seventeenth in a series of 
industrial medical seminars 
sponsored by the American Mu- 
tual Liability Insurance Company 
for the purpose of disseminating 
information on advanced practices 
in the care and treatment of oc- 
cupational diseases and injuries, 
was held at Hotel Lincoln, In- 
dianapolis, Indiana, November 30 
and December 1. The opening 
session on Wednesday was a dis- 
cussion of perplexing problems in 
the treatment of industrial in- 


December, 1949 
juries. DR. EDWARD C. HOLMBLAD, 
of Chicago, presided. The panel 
was composed of DR. ALLAN K. 
HARCOURT, of Indianapolis, who 
discussed hand and tendon in- 
juries; DR. RUSSELL W. LAMB, also 
of Indianapolis, whose subject 
Was varicose veins; DR. CARLISLE 
R. PETTY, of Louisville, who spoke 
on psychology and mental atti- 
tude; DR. KEITH E. SELBY, of South 
Bend, whose discussion was on 
burns, minor and serious; DR. HO- 
MER H. STRYCKER, of Kalamazoo, 
who discussed bursitis-synovitis 
and knee joint problems, 
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and DR. RICHARD A. SUTTER, 
of St. Louis, whose subject 
was hernias and abdominal 
strains. Thursday morning 
there were four speakers, 
under the guidance of DR. 
HOLMBLAD. DR. ALFRED H. 
WHITTAKER, of Detroit, 
discussed fractures; DR. 
ERIC OLDBERG, of Chicago, 
spoke on head injuries; 
DR. HARRISON L. MCLAUGH- 
LIN, of New York, treated 
of the subject of shoulder 
injuries; and DR. JOHN W. 
FROST, of Indianapolis, de- 
fined the present status of 
antibiotic therapy. At the 
Thursday afternoon ses- 
sion, a discussion of phys- 
ical medicine and rehabil- 
itation in the treatment of 
traumatic injuries was 
given by DR. GEORGE G. DEA- 
VER, of New York. The 
American Mutual’s entire 
medical seminar program 
is under the direction of 
A. DUDLEY BRITTON, of Bos- 
ton, director of medical re- 
lations for that company. 


Report from Britain 
FAce with the possibility 
of a medical new deal 
in the United States, 
American physicians want 
whatever cues they can get 
from the States Medical 
scheme in Britain. The 
following are a few such 
cues: Normally, the larg- 
est number of patients a 
general practitioner can 
have under the National 
Health Service is 4,000. 
The practitioners’ state 
that if they have a big 
list of say 4,000 they can- 
not give decent service. If, 
on the other hand, they 
have a reasonable list of 
say 2,000 patients, that 
they cannot make a decent 
living. The National 
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Health Service patients are 
attended by their physicians 
at an average of more than 
six times a year each. This 
means that a_ practitioner 
with 4,000 patients may find 
himself responsible for 24,000 
visits a year or 80 visits each 
working day. The average 
office visit in such a case lasts 
only about four minutes. 
i . The practitioners like 
to cite the remark of a work- 
ing woman who was insured 
under the panel system and 
now is insured under the Na- 
tional Health Service. Asked 
what difference she noticed 
after the new scheme began, 
she said, “I used to wait for 
the doctor in his surgery. 
Now I wait in the street.” 
—JoHN H. GASKINS, M.D., in 
Jackson County Medical So- 
ciety Weekly Bulletin, No- 
vember 5, 1949. 
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FORMULA 


Each tablet contains .. . 

*PROFETAMINE PHOSPHATE . 3 mg. ® ELEVATES MOOD 
ACETYLSALICYLIC ACID... 5 gr. ® ANALGETIC 
PHENOBARBITAL ....... % gr. B SEDATIVE 


EN-PHETAMINE has been used extensively in industry for 

the control of dysmenorrhea and the prevention of absen- 
teeism attributable thereto. It has also been found of particular 
value in the symptomatic relief 
of SINUS HEADACHE, neural- 
gia, and other types of pain 
not associated with organic 
disease. 
AVAILABLE — 

Bottles of 100 tabs $1.75 

- “1000 “ $9.75 


%& (Monobasi phet phosphate racemic) 


U. S. Patent Pending 











SAMPLES AND LITERATURE, OF COURSE 





Obtainable through all leading pharmacies and surgical dealers, or order direct from: 


CLARK & CLARK *x WENONAH, N. J. 


PIONEERS in AMPHETAMINE PRODUCTS for OBESITY 









For SLOW AND 
NON-HEALING WOUNDS 


in Industrial 


BURN CASES 






and 








The Medical Field Employment Agency 


790 BROAD STREET, COR. MARKET 
NEWARK 2, NEW JERSEY 
MARKET 3-4290 









OINTMENTS 
Write for samples 
DIONOL PHARMACAL COMPANY 
Kalamazoo 11, Michigan 







A MEDICAL AGENCY specializing in 
placements for Industry, Pharmaceutical 
Houses, Doctor’s Offices, Dental Offices and 
Institutional help. 
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Your Christmas Shopping Solved... 
Special Sale Until December ZS 


No finer gift at se small a unit cost 


A Blind Hog’s Acorns — by Carey P. McCord, MD. 
“.... dramatizes and enlivens the industrial health field in a series of charming 
stories. 311 pages; illustrations by Strobel, $2.75. 


Introduction To Industrial Medicine — 6, T. Lyle Hazlett, MD. 
The long awaited Textbook of Industrial Medicine—endorsed by The Amer- 
ican Association of Industrial Physicians and Surgeons....253 pages, with 
illustrations and subject index, $3.00. 


Who’s Who In Industrial Medicine — Biographical Dictionary 
Career Data on the Medical Directors, Company Surgeons, Plant Physicians, 
Consultants, Advisers, Specialists in Industrial Medicine and Surgery and 
Hygiene; Industrial Doctors alphabetically listed with Geographical Index, 
$10.00. 


Pruritus Ani — by Charles Drueck, Sr., MD. 
Complete diagnostic and clinical data for the treatment of pruritus ani and 
perinei. Detailed description of the neurogenic manifestations, endocrine 
disturbances, associated dermatologic diseases, and inflammatory lesions of 
the anus and rectum, $3.00. 


COMBINATION I 
A Blind Hog’s Acorns $ 2.75 
Introduction to Industrial Medicine $ 3.00 
Who’s Who in Industrial Medicine $10.00 
Pruritus Ani $ 3.00 
An $18.75 Value. 
Yours for $15.00. 





COMBINATION II 
A Blind Hog’s Acorns 6 @ $2.75. A $16.50 value. Yours for $13.00. 


COMBINATION Ill 
Introduction to Industrial Medicine 
and/or 
Pruritus Ani mixed—4 for $10.00. 
and/or 
A Blind Hog’s Acorns 
Here is your present to your office personnel and associates. A Blind Hog’s Acorns 
is an ideal present for non-professional friends. 





Cash and Volume discounts in addition to sales prices above. 
10% on $20.00 or more 20% on $35.00 or more 25% on $50.00 or more 
Group your presents together and buy at a discount 





PROFESSIONAL MAIL ORDER, Inc. 


Michigan Avenue at 15th St. 
Chicago 5, Illinois 





























PROVED 


UNDER ACTUAL PRACTICING CONDITIONS 


BENZEDREX INHALER 


SO MUCH BETTER THAT WE HAVE 
DISCONTINUED BENZEDRINE* INHALER 
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Our new BENZEDREX INHALER was tested by rhinologists in controlled studies for 
more than two years. Reports were unanimously enthusiastic. 

Nevertheless, to make absolutely certain that BENZEDREX INHALER was the best 
volatile vasoconstrictor ever developed we decided to test it with a large segment 
of the medical profession under actual practicing conditions. 

We therefore replaced ‘Benzedrine’ Inhaler with BENZEDREX INHALER in the 
entire state of California. Now, after more than a year’s use, California physicians tell 
us that they and their patients find BENZEDREX INHALER the best inhaler they have 
ever used. 

BENZEDREX INHALER has exactly the same agreeable odor as ‘Benzedrine’ 
Inhaler, but gives even more effective and prolonged shrinkage, and does NOT 


produce excitation or wakefulness. 


*“Benzedrine’ (racemic amphetamine, S.K.F.) and ‘Benzedrex’ T. M. Reg. U.S. Pat. Off. Each 
Benzedrex Inhaler is packed with 1-cyclohexyl-2-methylaminopropane, S.K.F., 250 mg.; and aromatics. 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA. 








Increases Load Capacity by 100% 


... accommodates 2 instrument trays instead of one 











@ Fully automatic and self-compensating 
for all types of loads. 


@ Requires no valuable floor space. May 
be placed on any flat surface and oper- 
ated from convenient electrical outlet. 


@ This all-purpose unit with 8"x8”"x16" 
chamber will sterilize instruments, dress- 
ings, rubber gloves, solutions, antibi- 
otics and all allied loads. 


@ The unit is automatically “burn-out- 

proof” and operates by one control 
lever which governs the complete func- 
tional cycle. 











SPACIOUS, DOUBLE-CABI- 
NET MODEL DB-16 is ideally 


constructed to accommodate 












JUNIOR “AUTOCLAVE a 


(MODEL 8816) 


Presents a radical departure in autoclave design that 
meets every requirement wherever a single, pressure 
steam sterilizer of small size is indicated. Duplicates 
in every respect the efficient, precision performance 
of standard size “American” Surgical Supply Steri- 
lizers widely used in hospitals. 


























Diagrammatic comparison of Model 
8816 and 8’x16” cylindrical type. 
Note accommodation of 2 instrument 
trays instead of one. 


Brings Hospital Sterilizing 
Efficiency to the 

PROFESSIONAL OFFICE 
LABORATORY - CLINIC 


gies X's ay eae 







WRITE TODAY for complete information 


MODEL 8816, thus combining 
the essentials of a practical § AMERICAN STERILIZER COMPANY 


Surgical Supply for the private 
office. 


Erie, Pennsylvania 
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FIGURED SILVER DISH 
Sassanian Era 
6-641 A.D 
ive Museu 


superiority that approached periection 
sures Of heured manly possible 
repousse’ Silver masterpiece captures th el t is this philosophy that has vuided Pax 
hant. and luxuriou ture of ancient Pers nd for a tull larter ¢ iry in developing superlative 
manifests all tne VIvol COlOT Tare mena haea ft true i\ avy ity oday no other 


Sussanian cratt 


robably. itil true that not for honor aoe CS Se 
alone did this ancient artist labor. Like all creative other factors that: have PRODUCT USE ? 
cilieieen wihe-exertthexhaustible patience and.tireless > made iGtE faworias uae un 


effort, his ¢ 


PAX-LANO-SAV HEAVY DUTY 


GRANULATED SKIN CLEANSER 








The Pax trademark symbolizes a deep-rooted 
tradition of superlative quality maintained 
through almost a quarter century of 


continuous research and development 


G. H. PACKWOOD MANUFACTURING CO. + 1545-55 TOWER GROVE AVE. + ST. LOUIS 10, MO. 


for > 


Skin Cleanse *Tradename of G H Packwood Mfg. Co 


¥%In addition to PAX-LANO-SAV HEAVY DUTY, PAX also offers the following powdered or granulated quality skin cleansers: 

PAX CORN-TEX+ PAX HYSPEED+ DICTATOR SPECIAL PURPOSE + BORAPAX+ SUPER-X+VELVAPAX LIGHT DUTY-* 

OFFICE-PAX*PAX MECHANICS. Also available are PAX WATERLESS and PAX HECTO INK CLEANSING CREAM 
*PAX SKIN CLEANSER ECONOMIZER* DISPENSERS-eand many other fine PAX Products. 49L 
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about the LARYNX, 
the PHARYNX... 
and CIGARETTES 


Here is the simple reason why many lead- 
ing nose and throat specialists suggest 
“Change to Philip Morris.’’* 


The sensitive tissues of the upper respiratory tract are 
often affected adversely by the irritants in the smoke of 
ordinary cigarettes. 

Philip Morris, on the other hand, are specifically processed 
to minimize such irritants . . . the only one of all leading 
cigarettes to offer this advantage. 

Why not give your patients the benefit of this proved** 
superiority . . . why not suggest Philip Morris. Many leading 
doctors make it a point to say to their patients who smoke . . . 
“Change to Philip Morris Cigarettes.” 





Pa) 
PHILIP ued 


Philip Morris & Co., Ltd., Inc. 
119 Fifth Avenue, New York 


ARE YOU A PIPE SMOKER?. . . We suggest an unusually fine 
new blend—Counrtry Doctor Pire Mixture. Made by the same 
process as used in the manufacture of Philip Morris Cigarettes. 


*Completely documented evidence on file. 

**Reprints on request: 

Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No. |, 58-60; 
Proc. Soc. Exp. Biol. and Med., 1934, 32-241; N. Y. State Journ. Med., Vol. 35, 6-I-25, No. II, 590-592 
















































$64 Question 








What to do for psoriasis has puzzled many a doc- 
tor. The etiology being unknown, the choice of med- ight. 
ication becomes difficult. But local treatment with . hae 
RIASOL has passed the acid test of clinical experi- 
ence. 


You soon see definite results when you prescribe 
RIASOL. Generally the scaly patches clear up, often 
in a few weeks. The reddened base beneath the Before Use of Riasol 
silverly scales gradually fades as the normal appear- 
ance of the skin area retyrns. Recurrences are 
usually far less frequent when RIASOL is continued 
after disappearance of the psoriatic eruptions. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 











Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages necessary. After one week, adjust to 
patient's progress. 


RIASOL is ethically promoted. Supplied in 4 and 
8 fld. oz. bottles at pharmacies or direct. 


Mail coupon today for your free clinical package. 
Prove RIASOL in your own practice. 


MAIL THIS COUPON TODAY 
AND TRY RIASOL ON YOUR NEXT 
PSORIATIC CASE 





After Use of Riasol 


SHIELD LABORATORIES IM-12-49 
12850 Mansfield Avenue, Detroit 27, Michigan 


Please send me professional literature and generous clinical package of RIASOL. 





MD 





RIASOL for PSORIASIS 





NOW! 











REG.U.S. PAT OFF 





| An Entirely New Utility Bandage Material 
SAVE TIME — SAVE EFFORT 


You’ve Never Seen a Bandage 
Like This 


You've Never Felt a Bandage 
Like This 





Curity ORTHOPEDIC BANDAGE 


CURITY Orthopedic Bandage sticks to itself. 
Just wrap CURITY Orthopedic Bandage 
around the limb... then tear easily at exactly 
the desired point. Seal the bandage by gently 
rubbing the torn end into the bandage surface. 


This is a truly amazing new all-purpose 
bandage, made from a revolutionary new ma- 
terial developed after years of research. It is 
the first and only ALL-COTTON FELT. 


You have to SEE CURITY Orthopedic Band- 


A product of 


| = CC BAUER & BLACK 


Division of The Kendall Company, Chicago 16 


Made from the First and Only True, Non-Woven, All-Cotton Felt 


age.,. you have to FEEL it... you have to 
USE it... to believe that any bandage can wrap 
around so easily, give such firm support, with 
so little effort. 


Porous and capillary to allow air circulation 

.- holds together wet or dry. CURITY Ortho- 

pedic Bandage is a truly ideal general bandage 

material. Every day more uses are found for 
this amazing new bandage. 





































































a A pleasant, 

= effervescent saline laxative 
which acts by osmosis to 

produce soft fluid bulk . . . 
stimulates peristalsis . . . 


= promotes prompt but gentle 


evacuation. 
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== Product of BRISTOL-MYERS * 19 West 50th Street, 
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w York 20, N. Y. 

















The common cold 


aborted with... 


Pyribenzamine 


—report 3 independent investigators 





The theory that an allergic reaction is the trigger mechanism in 
the common cold is gaining wide acceptance. Three reports have 
been published by independent investigators on their use of 
Pyribenzamine to abort the common cold. All stress that treat- 
ment begun within a few hours after onset of symptoms produces 
the greatest benefits. 


Results of Treatment of Common Cold with Pyribenzamine 








Persons treated Number Benefited 

Students! 252 224 89 
Factory Workers? 494 397 80 
Naval Personnel? 466* 348 75 

















*includes patients treated with other antihistaminics. 








1, Gordon, John S.: Laryngoscope, 58: 1265 (Dec.) 1948. 
2. Murray, H. C.: Indust. Med. 18: 215 (May) 1949, 
3. Brewster, John M.: U. S. Nav. M. Bull. 49:1 (Jan.-Feb.) 1949, 


Pyribenzamine Expectorant—Each teaspoonful contains 30 mg. Pyribenzamine 
citrate, 10 mg. of ephedrine sulfate and 80 mg. of ammonium chloride. 
Dosage— Adults: 1 or 2 teaspoonfuls every 3 to 4 hours followed by a small glass 

of water. 
Children: 4 to 1 teaspoonful every 3 to 4 hours. 





Pyribenzamine Nebulizer — Distributes mist of minute droplets of Pyribenzamine 
hydrochloride Nasal Solution 0.5% throughout nasal passages. Provides effective 
relief of allergic nasal symptoms with no side reactions. 


Dosage—1 application to each nostril every 3 to 4 hours. 


PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PY RIBENZAMINE (brand of tripelennamine) T. M. Reg. U. S. Pat. Off. 2/1507M 
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Abdominal injuries, Dec., 505 
Absentee, chronic, May, 213 
Accidents 
—compensation, as taught at Swiss 
universities, Apr., 149 
—industrial, Apr., 157 
—industrial, personal factors, July, 291 
—proneness, personal factors, Jan., 29 
Acrylonitrile, June, 243 
Alcoholism, Aug., 315; Nov., 481 
American Academy of Compensation 
Medicine, July, 288 
American Association of Industrial Phy- 
sicians and Surgeons, 34th Annual 
Meeting, May, 221 
American Association of Railway Sur- 
geons, Sixtieth Anniversary Meeting, 
Jan., 1 
American Medical Association 
—program for advancement of med- 
icine and public health, Mar., 108 
—section meeting, preventive and in- 
dustrial medicine and _ industrial 
health, June, 247 
Anesthesiology, trends, Jan., 22 
Aneurysm, ventricular, Feb., 52 
Antihistamine, treatment of colds, May, 
215, 217; Dec., 509, 526 
Atomic energy, industrial health impli- 
cations, Mar., 121 
Backache, May, 203 
Back pain, analysis of 50 cases, Sept., 391 
(see low back pain) 
Bed rest, July, 308 
Beryllium 
—control of dangers, Oct., 428 
—health hazards, Mar., 109 
Blood bank, Nov., 476 
Blood pressure scores, sequential analysis, 


Aug., 344 
Books 
—Campbell’s Operative Orthopedics, 
Aug., 351 


—Disability Evaluation, Feb., 89 
—Occupational Medicine and Industrial 
Hygiene, Apr., 174 
—Odors, Physiology and Control, July, 
306 
Burns, treatment, Feb., 59 
Bursitis, subdeltoid, operative treatment, 
Feb., 79 
Calcification, in treatment of acute sub- 
deltoid bursitis, Feb., 79 
Canadian industrial medicine, Feb., 82 
Cancer, occupational, Apr., 163 


Causalgic states of upper extremity, 
Oct., 432 

Chest x-ray, surveys in textile plant, 
Jan., 31 

Colds 


—experiment with triethylene glycol 
vapor, May, 192 
—treatment with antihistamine, May, 
215, 217; Dec., 509, 526 
Congress on Industrial Health, Apr., 169 
Cornell index, appraisal of personality by 
industrial health service, Apr., 133 
Council on Industrial Health, Dec., 535 
Dentistry, industrial, Aug. 347 
Dermatology 
—dermatitis producing qualities of new 
coolant, Sept., 394 
—hazards in cigar industry, Oct., 434 
—hazards in leather industry, Mar., 114 
—therapy with cod-liver oil ointment, 
Dec., 512 
Devices, for use in industrial medical 
departments, July, 263 
Diseases 
—heart, Sept., 355 
—lung, Nov., 483 
—peripheral vascular, Apr., 157; Oct., 
440 
—tuberculosis, Dec., 497 
Dressing body appendages, May, 246 
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Education 
—experiment, older workers, Sept., 365 
—industrial medical, Feb., 55 
—medical basis of accident compensa- 
tion, Apr., 149 
—nutrition course for employees wives, 
Oct., 405 
Electricity, effects on 
July, 269 
Employment 
—epileptics, Jan., 45 
—heart disease and continued employ- 
ment, Sept., 355 
—hypertensives, Nov., 462 
—placement, Mar., 124 
Eye care, benefits, Aug., 335 
Federal Health Insurance, Feb., 90; May, 
224; June, 262; Nov., 492 
Fistula, arteriovenous, Aug., 329 
Foot injury, Aug., 326 
Fractures, Aug., 341 
General Motors Medical Conference, Sept., 
353 
Germicidal lamps, Feb., 75 
Graphite, source of lung disease, Nov., 483 
Hand injuries, care, Feb., 85 
Health, industrial 
—achievement, May, 177 
—basis of health (editorial), Apr., 176 
—big business for small industries, 
Apr., 146 
—committee, Dec., 503 
—conference, July, 299 
—Congress on Industrial Health, Apr., 
169 
—Council, Dec., 535 
—hazards in aircraft manufacturing, 
Mar., 99 
—-hazards, beryllium extraction, Mar., 
109 
—impaired, new approach, Apr., 159 
—Industrial Health Foundation meet- 
ing, Mar., 117 
—legislation, Mar., 126 
—Public Health Service and the De- 
partment of Labor, Congressional 
bills, Sept., 401 
—relation to atomic energy, Mar., 121 
—trelation to public health, June, 247 
—research, May, 189 
—whole man (editorial) July, 309 
Heart disease and continued employment, 
Sept., 355 
Herniated intervertebral disk, July, 283 
Humidification, May, 220 
Hygiene, industrial 
—beryllium, Mar., 109; Oct., 428 
—codes and regulations, Mar., 121 
—lead poisoning, Feb., 77 
—program, integration with industrial 
medicine, Aug., 332 
—relation to industrial dentistry, Aug., 
347 
—relation to medicine, June, 225 
—socialization, Nov., 479 
—smog, Feb., 49 
Hypertensives, employment, Nov., 462 
Industrial Health Conference, July, 299 
Industrial) Health Foundation meeting, 
Mar., 117 
Industrial hygiene codes and regulations, 
Mar., 121 
Industrial medicine 
—automobile industry, July, 268 
—Canadian, Feb., 82 
—coal fields, June, 253 
—petroleum industry, May, 210 
—Institute, July, 298 
—library, Mar., 107 
—-Ninth International Congress, Jan., 33 
—potentials, July, 270 
—preventive and public health, June, 
247 
—program, integration with industrial 
hygiene, Aug., 332 
—prophecy, Nov., 492 
—psychiatric problems, Sept., 369 
—relation to sickness disability laws, 
Nov., 473 
—textile plant, Aug., 311 
Industrial rehabilitation, Sept., 385 


human _ body, 
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Influenza epidemic, industrial, Dec., 493 
Injuries 

—abdominal, Dec., 505 

—common industrial, Sept., 372 

—foot, Aug., 326 

—fractures, Aug., 341 

—hand, Feb., 85 

—intervertebral disc, Nov., 457 

—knee, Mar., 91 

—sku!! and brain, Feb., 47 

—standing orders, June, 229 

—thorax, Oct., 419 

—vs. gout, Nov., 464 
Institute of Industrial Medicine, July, 298 
Intervertebral disc injuries, Nov., 457 
Intravenous procaine, outpatient proced- 

ure, Nov., 487 


Lead 
—chromate II, solubility and toxicity, 
Oct., 407 


—poisoning, Feb., 77 
—presence in biological fluids, Sept., 368 
Low back pain, symposium 
—medical viewpoint, Jan., 3 
—neurosurgical viewpoint, Jan., 16 
—orthopedic viewpoint, Jan., 20 
—psychosomatic viewpoint, Jan., 6 
—x-ray viewpoint, Jan., 13 
Lung disease, Nov., 483 
Medical departments 
—basis of approvals, July, 295 
—devices, July, 263 
—five hundred-employee layout, Apr., 


145 
—importance to operating division, 
Sept., 382 


—petroleum industry, May, 210 
—Rome Cable Corp., May, 179 
Medical profession challenge, Oct., 446 
Medical services, scope, July, 307 
Medical testimony, Apr., 167 
Mycoses, superficial, June, 257 
Ninth International Congress of Indus- 
trial Medicine, Jan., 33 
Nitroglycerine reactions, pharmaceutical 
workers, Dec., 519 
Noise, hazard, Jan., 25 
Nutrition, course for employees’ wives, 
Oct., 405 
Obesity 
—in industry, June, 259 
—management of patient, Feb., 49 
—report of 800 cases, May, 197 
Occupational medicine, role in 
world, Nov., 451 
Occupational therapy, Sept., 385 
Older workers 
—experiment in education, Sept., 365 
—industrial problem, Mar., 124 
—personality disorders, June, 248 
Ophthalmology, problems, Mar., 95; Sept., 
378 
Pensions, Mar., 132 
Peripheral vascular diseases, Apr., 157; 
Oct., 440 
Personality 
—appraisal by industrial health serv- 
ice, Apr., 133 
—disorders of older workers, June, 248 
Phlebothrombosis, Oct., 422 
Physical examinations in automobile in- 
dustry, July, 268 
Plantation medicine in Hawaii, Oct., 426 
Poisoning 
—lead, Feb., 77 
—ptomaine, Apr., 151 
Preventive medicine, Oct., 410 
Psoriasis, lower leg, Dec., 524 
Psychiatry, industrial problems, Sept., 369 
Ptomaine food poisoning, Apr., 151 
Railway Surgeons, American Association, 
Sixtieth Anniversary Meeting, Jan., 1 
Ramazzini oration, Nov., 451 
Ramazzini Rendezvous, Feb., 64 
Rome Cable Corporation medical depart- 
ment, May, 179 
Safety 
—promotional posters, Mar., 103 
—socialization, Nov., 479 
Sappington, C. O., M.D., Dr. P.H., Dec., 
528 


social 
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Sensitization, nail polish base coats, 
Aug., 339 
Sickness disability laws, Nov., 473 
Skull and brain injuries, Feb., 47 
Smog, Donora, Pennsylvania, Feb., 49 
Standing orders 
—nurses in industry, Nov., 467 
—traumatic cases, June, 229 
Subdeltoid bursitis, Feb., 79 
Surgery 
—gastric ulcer, Apr., 155 
—skull and brain injuries, Feb., 47 
Thackrah, Charles Turner, Feb., 64, 90 
Thorax, injuries, Oct., 419 
Treatment 
—burns, Feb., 59 
—bursitis, subdeltoid, Feb., 79 
—colds, with antihistamine, May, 215, 
217; Dec., 509, 526 
—common industrial injuries, Sept., 372 
—intervertebral dise injuries, Nov., 457 
—leg ulcers, Apr., 161 
—mycoses, superficial, June, 257 
—pulmonary tuberculosis, Dec., 497 
—skull and brain injuries, Feb., 47 
Tuberculosis 
—committee report, May, 223 
—pulmonary, Dec., 497 
Ulcers 
—gastric, surgery, Apr., 155 
—leg, ambulatory treatment, Apr., 161 
Ventricular aneurysm, Feb., 52 
X-ray 
—chest, surveys in textile plant, Jan., 31 
—negative, injured knee, Mar., 91 
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Holmes, George W., M.D., Dec., 497 
Hueper, W. C., M,D., April, 163 
Hutton, James H., M.D., May, 197 
Irvin, E. A., M.D., Feb., 66 
Kipping, Hans F., M.D., July, 265 
Kirkpatrick, John E., M.D., Nov., 464 
Kohler, G. E., M.D., July, 263 
Koppenhauer, Fred B., Mar., 109 
Kowenhoven, W. B., July, 269 
Kuhn, Hedwig, M.D., Jan., 33 
Jaeger, Rudolph, M.D., Feb., 47 
Johnstone, Rutherford T., M.D., Apr., 
174; Nov., 451 
LaCour, Fritz, M.D., June, 246 
LaFerte, A. D., M.D., Aug., 341 
Lambie, J. S., M.D., Sept., 355 
Lanza, A. J., M.D., July, 298 
Lepard, Cecil W., M.D., Sept., 378 
Leviticus, Rene, M.D., Dec., 512 
Long, Charles Francis, M.D., Oct., 434 
Loopesko, Eugene, M.D., Nov., 457 
Luongo, E. P., M.D., May, 210 
Lutz, Lewin R., Mar., 109 
Lyle, Ethel, R.N., July, 265 
Lynch, John M., M.D., Sept., 394 
Martin, C. E., M.D., April, 145 
Mason, Michael L., M.D., Feb., 59 
McConnell, W. J., M.D., May, 192 
McCord, Carey P., M.D., Nov., 483 
McCormick, W. E., June, 243 
McNally, William D., M.D., Feb., 77 
Meek, Stuart F., M.D., Oct., 407 
Mellor, Joseph F., Jr., Mar., 109 
Meyer, Otto, M.D., April, 161 
Morgan, W. Gregory, M.D., Aug., 335; 
Nov., 476 
Mori, Primo, M.D., Mar., 114; Oct., 434 
Morris, George E., M.D., Dec., 524 
Moshman, Jack, Aug., 344 
Moyer, C. W., Sept., 382 
Murray, Halstead G., M.D., May, 215 
Nale, Thomas W., M.D., June, 229 
Norris, John L., M.D., Aug., 315 
Oldberg, Eric, M.D., Jan., 16 
Patterson, William B., M.D., Oct., 426 
Patty, Frank A., June, 225; Sept., 368 
Paul, George A., M.D., Sept., 360 
Pelland, Philip O., M.D., Feb., 79 
Pennington, A. W., M.D., May, 213; 
June, 259 
Philips, William F. P., M.D., Dec., 526 
Preston, Otto J., M.D., July, 267 
Price, Leo, M.D., Feb., 52 
Probst, Everett W., M.D., Nov., 462 
Rechtman, A. M., M.D., May, 203 
Robinson, Murray, M.D., June, 257 
Robson, R. B., M.D., Sept., 365 
Roche, J. M., Sept., 353 
Rowntree, Gradie, M.D., Oct., 405 
Ryerson, Edwin W., M.D., Jan., 20 
Samitz, M. H., M.D., Mar., 114; Oct., 434 
Samuels, Saul S., M.D., April, 157 
Sappington, C. O., M.D., Dr. P.H., Feb., 
82; Mar., 117; July, 299; Aug., 347 
Sayers, Royd, M.D., May, 189 
Schwartz, Louis, M.D., June, 257 
Seliger, Robert V., M.D., Nov., 481 
Shilen, Joseph, M.D., March, 109 
Shilling, Jerome W., M.D., Nov., 467 
Sloan, LeRoy H., M.D., Jan., 3 
Smith, D. S., M.D., Sept., 355 
Smith, Kenneth D., M.D., July, 263 
Solomon, Alfred P., M.D., Jan., 6 
Stack, James H., M.D., March, 91 
Stacy, Charles B., M.D., June, 253 
Stump, N. Frank, M.A., Ph.D., Aug., 335 
Sweet, Charles C., M.D., Dec., 509 
Theis, Frank V., M.D., Oct., 440 
Thompson, A. R., M.D., Sept., 385 
Tuttle, William M., M.D., Oct., 419 
Twyman, Wilbert M., M.D., April, 167 


December, 1949 


Van Raalte, H. G. S., Dec., 493 
Walters, Waltman, M.D., April, 155 
Walworth, Herbert T., Oct., 428 
Weiss, Richard S., M.D., Aug., 339 
Willoughby, Irene, R.N., Dec., 503 
Wilson, Rex H., M.D., Nov., 479 
Williams, Glenn C., March, 103 
Wittmer, Johr J., M.D., April, 146 
Wilson, Rex H., M.D., June, 243 
Wong, W. A., M.D., July, 291 
Zollinger, F., M.D., April, 149 














American Association of Industrial Phy- 
sicians and Surgeons 
—board of directors meeting, Feb., 86; 
Dec., 530 
—by-laws, proposed changes, Feb., 86 
—name, proposed change, Mar., 130 
—past presidents committee, Feb., 87 
—public relations committee, Mar., 130 
—reports of districts, Dec., 531 
—report of Workmen’s Compensation 
and Insurance Committee, Dec., 532 
—tuberculosis committee, May, 223 
—thirty-fourth annual meeting, pro- 
gram, Mar., 130; proceedings, May, 
221 
—workmen’s compensation and insur- 
ance, Feb., 87 
American Association of Railway Sur- 
geons, 60th Annual meeting, pro- 
gram, June, 261 
Awards, AAIP&S 
—distinguished service to the Associa- 
tion, Nov., 490 
—excellence in 
Nov., 489 
—founders, Nov., 490 
—Knudsen award, Nov., 489 
Chest x-ray surveys, availability to plant 
medical director, July, 305 
Compensation medicine course, Oct., 449 
Detroit industrial physicians club, Aug., 
351 
Doctor-Nurse suggestion panel, Aug., 351 
Fellowship in occupational medicine, 
Jan., 37; reports, Aug., 350; Sept., 399 
Health achievement in industry award, 
Nov., 489 
Holmblad, Edward C., M.D., lectures at 
University of Nebraska, June, 261 
Industrial Health conference, 1950, pro- 
gram and planning committee meet- 
ings, Sept., 399; Oct., 449; Dec., 530 
Industrial medical association of the Pro- 
vince of Quebec, Sept., 399 
Industrial nursing workshops, Oct., 449 
Industrial safety conference, committee 
meeting, Oct., 449 
Johnston, John Howard, M.D. 
—fellowship recipient, Jan., 37 
—reports, Aug., 350; Sept., 399 
Knudsen award, Nov., 489 
Medical authorship award, Nov., 489 
Obituaries 
—Anderson, Francis O., M.D., Jan., 38 
—Conner, George James, M.D., Jan., 38 
—Hahn, Paul R., M.D., Nov., 491 
—Harvey, Andrew M., M.D., Sept., 400 
—Herold, Harvey Theodore, M.D., Nov., 
491 
—Lautenschlager, Thurman H., M.D., 
Jan., 38 
—Liu, David, M.D., Mar., 130 
—Sable, Daniel Edwin, M.D., Mar., 130 
—Slater, Benjamin James, M.D., Jan., 
38 
—-Story, Theodore L., M.D., Sept., 400; 
Nov., 491 
Olson, Carl T., M.D., speaks at Ohio State 
Industrial Safety Association, Sept., 
399 
Sanitation, national conference, Aug., 350 
Standing orders, Oct., 449 
Tuberculosis, committee report, May, 
223; July, 305 


medical authorship, 





